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FOREWORD 

The  Comprehensive  Planning  Process  as  mandated  by  PL  99-660  comes 
at  a  time  in  Massachusetts  when  significant  resources  have  been 
channeled  into  the  mental  health  system  over  four  very  short 
years  to  provide  treatment  and  rehabilitation  services  to 
seriously  mentally  ill  persons.     The  Department  has  made 
considerable  progress  in  the  areas  of  housing,  inpatient 
improvements  and  access  to  the  system  through  case  management  and 
emergency  services  programs. 

It  is  not  surprising  that  the  increase  in  the  Massachusetts 
Mental  Health  budget  and  the  resulting  improvements  in  the 
service  system  came  about  due  to  a  considerable  groundswell, 
through  the  Mental  Health  Action  Project,  where  advocates, 
consumers,   family  members,  professionals,  the  legislature  and  the 
executive  offices  of  state  government  came  together  to  end  a 
decade  of  disagreement  about  whether  to  institutionalize  or 
deinstitutionalize  people  with  mental  illness.       The  mandate  is 
now  clear:     Massachusetts  is  to  provide  high  quality  inpatient 
services  for  the  acute  phase  of  mental  illness  and  a  range  of 
residential,  vocational  and  support  services  to  help  people  with 
mental  illness  live  in  the  community  in  places  they  choose  and 
work  at  jobs  they  want. 

However,  the  final  phase  of  the  Governor's  Special  Message  on 
Mental  Health,  which  was  the  impetus  for  this  infusion  of 
services,   is  at  a  resting  point.     The  fourth  year  expansion  funds 
for  this  project  were  not  appropriated  as  expected,  capital 
resources  have  been  held  and  an  additional  thirty-four  million 
dollars  has  been  reduced  from  the  existing  budget.     These  budget 
reductions  will  handicap  the  Department's  capacity  to  provide 
housing  and  vocational  alternatives  for  people  with  serious  or 
long  term  mental  illness.     The  goal  of  ensuring  the  most 
effective  use  of  funds  is  even  more  critical,   in  light  of  these 
cuts,  if  the  Department  is  to  effectively  provide  services  which 
people  with  mental  illness  in  Massachusetts  want  and  need. 

Yet,  implementing  this  mandate  requires  a  concentrated  effort  to 
plan,  refine,  develop  and  monitor  services  which  reflect  the  real 
needs  of  consumers  and  family  members  -    a  task  that  will  involve 
a  thoughtful  appraisal  of  current  services,  clear  thinking  about 
what's  ahead  -  and  the  even  more  difficult  task  of  allocating  or 
reallocating  scarce  or  diminishing  resources. 

The  Department  looks  to  the  comprehensive  planning  process  as  a 
way  to  involve  a  wide  constituency  in  the  refinement  and 
development  of  the  mental  health  service  system.     The  plan  which 
follows  is,  once  again,  a  starting  point  for  Massachusetts.  The 
Comprehensive  Plan  will  be  the  focal  point  prompting  extensive 
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discussion  about  the  steps  the  Massachusetts  Department  of  Mental 
Health  must  take  to  ensure  the  provision  of  services  that 
consumers  and  their  families  want  and  need.       The  development  of 
"model  systems"  for  both  children/adolescents  and  adults  will 
provide  an  opportunity  to  take  stock  of  our  present  services  and 
assess  new  proposals. 

It  is  hoped  that  the  Planning  Committee,  which  is  being  sponsored 
by  the  Department's  Statewide  Advisory  Council,  will  provide  a 
forum  where  consumers,   family  members,  advocates,  other  state 
agencies,  professionals,  members  of  the  legislature  and  the 
Department  can  come  together  to  discuss  and  plan  for  the  crucial 
issues  which  confront  us  as  a  mental  health  community. 

The  Department  of  Mental  Health  will  seek  the  guidance  of  the 
Planning  Committee  on  a  number  of  issues  and  questions: 

♦  How  can  the  Department  provide  services  which  best 
support  seriously  emotionally  disturbed  children  and 
adolescents  in  their  families? 

♦  How  can  our  residential  services  be  organized  to 
promote  stability,  so  that  staffing  is  flexible  and 
meets  the  changing  needs  of  residents? 

♦  How  can  we  promote  supported  work  and  supported 
learning  programs  so  consumers  can  reach  their  full 
potential? 

♦  How  can  we  best  support  families? 

♦  How  do  we  find  the  right  balance  in  providing 
treatment  services  and  rehabilitation  services  to 
maximize  the  benefits  of  both? 

♦  How  can  we  maintain  an  energized  and  effective 
workforce?  What  is  the  role  of  consumers  in  the 
provision  of  services? 

♦  How  can  we  achieve  an  equitable  distribution  of 
resources  across  the  state? 

I  look  to  the  Planning  Committee  and  the  comprehensive  planning 
process  to  help  the  Department  meet  the  challenges  ahead. 

Henry  Tomes,  Ph.D. 
Commissioner 
September  30,  1989 
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INTRODUCTION 


This  September  1989  submission  of  the  Comprehensive  Mental  Health 
Service  Plan  was  prepared  by  the  Massachusetts  Department  of 
Mental  Health  in  compliance  with  the  requirements  of  Public  Law 
99-660. 

This  document  represents  a  foundation  for  a  significant  planning 
effort  to  refine  and  review  mental  health  services  to  citizens  of 
Massachusetts  with  serious  or  long  term  mental  illness. 

This  Plan  is  divided  into  seven  chapters: 

♦  Chapter  I  presents  the  Mission  and  Vision  of  the 
Department  of  Mental  Health. 

♦  Chapter  II  outlines  the  PL  99-660  planning  process, 
including  the  Planning  Committee,  as  well  as  key  planning 
issues  for  the  Department. 

♦  Chapter  III  defines  the  priority  population  for  the 
Department  as  well  as  the  estimated  need  and  prevalence  of 
mental  illness  for  adults  and  children  and  adolescents. 


♦  Chapter  IV  presents  the  proposed  models  for  a 
comprehensive  system  of  care  for  adults  and  children.  This 
section  also  includes  the  quantitative  capacities  that  have 
been  developed. 

♦  Chapter  V  describes  the  special  populations  that  the 
Department  serves,  including  prevalence  estimates  and 
specialized  services. 

♦  Chapter  VI  outlines  the  major  management  initiatives  to 
support  the  Department's  service  system. 

♦  Chapter  VII  provides  an  overview  of  the  financing  of  the 
system  and  the  current  initiatives  to  increase  revenue. 
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CHAPTER  I:     MISSION  and  VISION 
A.  MISSION 

The  primary  mission  of  the  Massachusetts  Department  of  Mental 
Health  (DMH)   shall  be  to  provide  for  services  to  citizens  with 
long-term  or  serious  mental  illness,  early  and  ongoing  treatment 
for  mental  illness,  and  research  into  the  causes  of  mental 
illness.       This  is  required  under  Massachusetts  General  Law  and 
has  given  a  focus  to  the  Department's  activities  not  provided 
under  the  generalized  mandate  of  the  prior  law.     With  this 
mission,  the  priority  clients  of  the  Department  are  adults  with 
serious  or  long  term  mental  illness  and  children  with  serious 
emotional  disturbance  or  mental  illness.     By  providing  its 
services,  the  Department  hopes  to  achieve  maximum  reduction  or 
remission  of  symptoms,  maximum  reduction  of  disability,  maximum 
increase  in  functioning,  and  maximum  increase  in  independence  for 
all  its  priority  clients. 

The  Department  develops  and  operates  a  comprehensive  area-based 
system  of  community  mental  health  services  including  inpatient, 
outpatient,  case  management,  day/vocational,  residential  and 
forensic  services  for  children  and  adults.     It  also  provides 
special  services  as  well  as  access  to  existing  mental  health 
services  for  elders,  deaf,  homeless,  refugees  and  immigrants  and 
multi-cultural  groups.     The  Department  also  supports  training  of 
professional  and  paraprofessionals  to  work  with  the  seriously 
mentally  ill.     (See  Appendix  for  Organization  of  the  Department) 
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B.      VISION  STATEMENT 

The  following  vision  statement  was  developed  over  the  past  year  and 
reflects  significant  input  from  the  newly  established  Planning  Committee  and  a 
wide  array  of  constituents  who  have  been  participating  in  shaping  the 
Department' s  services  and  policies  since  1985  through  the    Mental  Health 
Action  Project  and  the  Governor' s  Special  Message  on  Mental  Health. 

The  first  draft  of  the  "Vision  Statement"  was  widely  publicized  in  the 
January,  1989  submission  of  the  Comprehensive  Plan  and  through  a  subsequent 
mailing  to  the  Department' s  "Interested  Persons"  list  of  approximately  120 
organizations  with  significant  memberships .     Comments  were  also  invited 
through  publishing  the  "Vision  Statement"  in  CONNECTIONS ,   the  Department' s 
newspaper.     Many  comments  were  received  and  those  supporting  the  mission  of 
the  Department  were  incorporated  into  the  vision.     The  statement  which  follows 
will  guide  the  planning  process  and  will  be  a  focus  of  continued  discussion  as 
the  Department  refines  and  develops  its  services . 

VISION 

The  Massachusetts  Department  of  Mental  Health  has  the 
responsibility  to  serve  adults  with  serious  or  long-term  mental 
illness,  and  children  with  serious  mental  illness  or  serious 
emotional  disturbance  in  a  high-quality  service  system  which  is 
responsive  to  the  needs  of  these  individuals  and  their  families. 
The  following  statement  outlines  three  basic  principles  upon 
which  all  work  of  the  Department  is  founded,  describes  the 
fundamental  components  required  of  a  high-quality  system  and  the 
results  that  the  ideal  system  will  achieve. 

Principles 

These  principles,  although  seemingly  obvious,  are  in  fact, 
so  basic  to  the  Department's  mission  that  they  must  be  firmly  and 
consistently  established  and  repeated  in  order  to  ensure  that 
they  are  reflected  in  all  actions  of  the  Department. 

1)  Adults  with  serious  or  long-term  mental  illness  and 
seriously  emotionally  disturbed  children/adolescents  share 
the  same  basic  human  needs,  aspirations,  and  desires,  as 
well  as  the  same  rights,  privileges,  and  responsibilities, 
as  all  citizens  of  the  Commonwealth. 

2)  Individuals  with  serious  or  long-term  mental  illness  or 
serious  emotional  disturbance  are  unique  individuals  with 
varied  and  changing  needs  and  capacities. 
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3)       Individuals  with  serious  or  long-term  mental  illness  or 
serious  emotional  disturbance  can  and  should  expect  the 
opportunities  that  all  citizens  have  to  lead  productive 
lives  in  the  community,  go  to  school,  and  find  work  that  is 
meaningful . 


Components 

While  its  principles  are  the  foundation  upon  which  a  system 
is  built,  the  following  fundamental  components  are  the  key 
ingredients,  without  which  a  quality  system  cannot  exist. 

A  high-quality  mental  health  system: 

♦  recognizes  and  respects  the  basic  human  dignity  for  each 
individual  receiving  services; 

♦  protects  the  legal  and  human  rights  of  each  client  and 
preserves  their  freedom  of  choice  in  treatment  options; 

♦  provides  the  highest  quality  clinical  treatment,  based  on 
current  standards  of  care  and  medical  and  psychiatric 
advances . 


♦  assists  each  client  to  reach  his  or  her  highest  potential 
and  maximum  level  of  independence. 

♦  assists  children  and  adolescents  with  mental  illness  or 
serious  emotional  disturbance  to  take  full  advantage  of 
their  talents  and  capabilities,  so  that  they  may  reach  their 
greatest  potential. 

♦  seeks  to  empower  each  client  to  compensate  for  the  effects 
of  his/her  illness  with  services  geared  to  each  individual's 
unique  and  changing  needs  and  abilities. 

♦  invests  in  each  client  for  the  duration  of  his/her  illness 
and  recovery,  and  consistently  perseveres  to  find  the 
optimum  mix  of  services  for  each  client,  including  those 
clients  who  may  be  resistant  to  intervention  and  those  who 
may  require  an  individualized  mix  of  treatment  approaches; 

♦  reaches  out  to  individuals  who  otherwise  may  not  have  access 
to  services; 

♦  involves,  empowers,  and  supports  family  members  and  other 
members  of  each  client's  natural  support  network  through 
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involvement  in  treatment  planning  based  on  the  consent  of 
the  client,  education,  advocacy,  support  of  self-help 
organizations  and  direct  services  such  as  respite  care. 

♦  provides  appropriate  education,  training  and  support  for 

staff,  to  enable  them  to  provide  appropriate  services  in  an 
environment  that  supports,  respects,  and  empowers  the 
individuals  whom  they  serve; 

♦  offers  a  range  of  services  which  are  relevant, 
comprehensive,  coordinated,  flexible  and  offer  barrier-free 
access; 

♦  offers  a  range  of  services  which  are  age-appropriate, 
culturally  and  linguistically  appropriate,  least 
restrictive,  and  meet  accepted  quality  of  care  standards, 

such  as  those  reflected  in  the  Joint  Commission  for 
Accreditation  of  Health  Care  Organizations  and  the  federal 
Department  of  Health  and  Human  Services. 

♦  advocates  for  a  system  of  support  services  to  meet  the  basic 
needs  of  people  with  mental  illness  to  live  in  the 
community,  including  the  development  of  decent  housing, 
adequate  income  supports,  and  employment  and  educational 
opportunities . 

♦  provides  effective  management  that  maintains  the 
competencies  of  its  employees,  insures  the  productivity  and 
relevancy  of  its  services,  and  monitors  the  costs  and 
utility  of  its  programs. 

♦  fosters  better  understanding  of  the  causes  and  treatment  of 
mental  illness  through  community  education. 

♦  ensures  the  quality  and  appropriateness  of  mental  health 
services  by  sponsoring  appropriate  licensing,  quality 
assurance,  utilization  review,  and  research  activities. 

A  system  based  upon  these  principles,  and  built  with  these 
components,  will  be  a  mental  health  system  which  provides  optimum 
services  for  people  with  mental  illness  in  the  communities  of 
Massachusetts.     The  Massachusetts  Department  of  Mental  Health 
aspires  to  create  such  a  system,  as  described  below. 


A  Vision  for  the  Mental  Health  System 

Services  designed  to  meet  a  Range  of  Needs:     The  service  system 
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will  provide  a  range  of  services  which,   in  coordination,  serve 
the  basic,  clinical,  rehabilitative,  and  social  needs  of  the 
Department's  clients,  and  which  recognize  the  individuality  of 
each  client  by  being  flexible  and  accessible. 

A  Comprehensive,  Coordinated  System:     The  service  system  will  be 
coordinated  with  the  private  mental  health  system  as  well  as  the 
public  and  private  social  service,  educational,  medical, 
vocational,  and  long-term  care  provider  system  in  the 
Commonwealth,   so  that  resources  are  used  most  efficiently  and  a 
complete  range  of  services  is  made  available  to  the  children, 
adults,  and  elderly  individuals  served  by  the  Department. 

Services  for  Special  Populations:     The  service  system  will 
address  the  needs  of  all  individuals  with  serious  or  long  term 
mental  illness,  including  those  who  are  cultural/linguistic 
minorities,  refugees,  deaf,  elders,  homeless  or  physically 
handicapped. 

Community  Awareness  and  Acceptance  of  People  with  Mental  Illness: 
The  Department  of  Mental  Health  will  work  with  members  of  the 
mental  health  community  to  educate  the  general  public  about 
mental  illness,  and  to  eliminate  the  stigma  that  is  associated 
with  it.     Over  time,  greater  understanding  and  awareness  will 
lead  to  greater  acceptance,  and  ultimately  to  increased 
opportunities  for  people  with  mental  illness  in  the  communities 
of  Massachusetts. 

A  Vision  for  People  with  Mental  Illness 

Maximum  reduction  or  remediation  of  symptoms:  The  system  will 
offer  services  to  treat  the  illness  itself,  and  reduce,  to  the 
greatest  extent  possible,  the  symptoms  caused  by  mental  illness. 

Maximum  reduction  of  disability  and  increase  in  functioning:  In 
addition  to  treatment  of  the  symptoms  of  the  illness,  the  system 
will  also  offer  service  which  treat  the  disability  that  is  often 
the  consequence  of  mental  illness. 

Maximum  independence:     The  reduction  of  symptoms,  in  conjunction 
with  minimizing  the  disability  caused  by  mental  illness,  will 
allow  and  encourage  individuals  with  emotional  disturbance  or 
mental  illness,  including  children,  adolescents,  adults,  and  the 
elderly,  to  achieve  their  highest  level  of  independence.  A 
system  which  brings  out  the  best  in  each  individual,  and  helps 
each  client  to  achieve  his  or  her  own  greatest  potential,  is 
ultimately  the  mental  health  system  that  Massachusetts  aspires  to 
create. 
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CHAPTER  II:      PLANNING  PROCESS  AND  PLANNING  ISSUES 

A.      BACKGROUND  TO  PL  99-660   IN  MASSACHUSETTS 

PL  99-660  is  a  unique  opportunity  for  the  Massachusetts 
Department  of  Mental  Health  to  develop  and  reach  consensus  on  a 
rational  plan  for  comprehensive  mental  health  services  throughout 
the  Commonwealth.     For  decades,  the  Department's  operations  have 
been  guided  by  a  variety  of  legislative  mandates,  court  orders 
and  local  planning  initiatives.     Funding  and  philosophies  of  care 
have  varied,  often  creating  a  difficult  climate  for  long  range 
planning. 

A  major  advance  for  the  Department  was  a  refocusing  of  its 
mission  and  mandate.     In  1986,  amendments  to  the  enabling 
statute,  Chapter  19  of  the  Massachusetts  General  Laws,  narrowed 
the  focus  of  the  Department  to  serve  those  individuals  with 
serious  or  long  term  mental  illness.     This  mandate  gave  the 
Department  a  new  accountability  -  to  insure  that  the  services 
that  are  developed  are  appropriate  and  beneficial  to  these 
priority  clients. 

In  evidence  of  this  new  mandate,  the  Governor's  Special  Message 
on  Mental  Health  in  1985  presented  a  comprehensive,  five-year 
plan  to  improve  services  for  persons  with  long  term  mental 
illness.  Resources  flowed  into  the  system  to  correct  inadequacies 
that  were  identified  in  specific  areas  such  as  inpatient 
services,  emergency  services,  case  management  and  residential 
development. 

In  many  cases,  the  Department  has  been  successful  in  refocusing 
its  services.     For  example,  case  management  services  have  been 
developed  to  meet  the  needs  of  individuals  with  the  most 
disabling  mental  illness  who  may  need  guidance  in  connecting  with 
the  Department's  psychiatric,  vocational  and  residential 
services.      The  development  of  community  support  clubhouses  has 
opened  the  way  to  more  consumer  run  programs  and  greater 
flexibility  and  choice  for  priority  clients.  Inpatient  services, 
in  most  cases,  has  been  targeted  for  those  individuals  in  acute 
psychiatric  crisis,  rather  than  being  considered  a  residential 
alternative. 

Unfortunately,  resources  for  expansion  were  eliminated  in  the 
fiscal  year  1990  budget  and  equity  across  the  Regions  has  not  yet 
been  achieved.     Elements  of  a  balanced  service  system  exist  in 
specific  areas,  but  not  statewide.     The  Divisions  within  the 
Department  as  well  as  consumers,  advocates  and  providers  have 
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differing  views  of  the  components  of  a  balanced  service  system. 
Now  that  Massachusetts  is  facing  significant  budget  constraints, 
the  emphasis  on  effective  interventions  and  services  to  priority 
clients  is  even  more  crucial. 


Some  important  past  planning  initiatives  and  legislative 
activities  that  have  influenced  the  DMH  service  system  are  listed 
below. 

Governor's  Special  Message  and  the  Capital  Plan 

During  1983  and  1984,  the  Executive  Office  of  Human  Services  and 
the  Department  responded  to  citizens'  concerns  regarding  the 
adequacy  of  community  and  inpatient  services  by  establishing  the 
Mental  Health  Action  Project.     The  103  member  panel  of 
professionals,  providers  and  consumers  presented  recommendations 
to  Governor  Michael  S.  Dukakis.     In  December,   1985,  Governor 
Dukakis  responded  with  a  comprehensive,   five-year  plan  to  improve 
services  for  persons  with  long  term  mental  illness. 

The  resulting  plan,  known  as  the  "Governor's  Special  Message  on 
Mental  Health",  proposed  major  improvements  to  community  services 
by  expanding  case  management,  emergency  services,  as  well  as 
improving  inpatient  care,  housing  options  and  management 
accountability.  The  Special  Message  also  outlined  capital 
improvements  for  state  facilities  and  increased  funding  for 
community  housing.     To  date,   $25.2  million  has  been  provided  in 
operational  money  to  improve  staffing  in  the  hospitals  and  $52.9 
million  to  develop  comprehensive  emergency,  case  management, 
family  support,  residential,  day  and  vocational  services  in  each 
Region. 

The  Special  Message  reaffirmed  that  the  primary  role  of  the  state 
hospitals,  within  a  comprehensive  mental  health  system,  is  to 
provide  inpatient  care  for  persons  in  the  acute  phase  of  their 
illness,  transitional/rehabilitative  services  for  patients 
awaiting  community  placement,  and  specialty  care  for  specific 
types  of  patients.       In  the  past  four  years,  the  Department  has 
centralized  hospital  management,  developed  functional  units  to 
provide  more  appropriate  patient  care  and  hired  a  significant 
number  of  new  staff.  The  next  phase  of  this  plan,  the  Capital 
Plan,  will  entail  major  rebuilding  and  renovation  to  move  the 
inpatient  system  towards  more  modern,  therapeutic  environments. 
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Appropriate  Use  of  Inpatient  Facilities 

The  traditional  reliance  on  the  mental  health  system  as  the 
caregiver  of  last  resort  has  resulted  in  the  inappropriate 
admission  to  inpatient  facilities  of  persons  who  are  not  mentally 
ill.  In  addition,  the  lack  of  community  residential  alternatives 
has  heightened  the  overcrowding  in  inpatient  facilities.  The 
initiatives  which  are  currently  underway  to  ensure  appropriate 
admissions  and  ease  overcrowding  include: 

♦  Transfer  of  persons  who  are  not  mentally  ill  from  the 
Department's  psychiatric  facilities  (e.g.  mentally  retarded 
and  medically  ill) . 

♦  Interagency  planning  to  provide  alternatives  to  state 
inpatient  psychiatric  care  for  persons  having  sole 
diagnoses  that  do  not  constitute  serious  mental  illness, 
(e.g.  Alzheimer/senile  dementia,  organic  brain  syndrome  and 
substance  abuse) . 

♦Implementation  of  admissions  criteria  and  voluntary 
hospitalization  policies  to  ensure  that  inpatient  care  is 
targeted  to  persons  with  long  term  or  serious  mental 
illness . 

♦  Increase  access  to  psychiatric  beds  in  general  hospitals. 

♦  Establish  priorities  for  eligible  inpatients  awaiting 
community  placement  for  all  vacancies  in  residential 
programs . 


Secure  Services  Plan 

In  the  past,  the  Department  of  Mental  Health  transferred 
behaviorally  difficult  or  violent  mentally  ill  male  patients  that 
the  Department  did  not  have  the  capacity  to  manage  to  Bridgewater 
State  Hospital,  the  state's  maximum  security  psychiatric  hospital 
for  men  administered  by  the  Department  of  Correction.  However, 
in  response  to  concerns  about  the  treatment  of  civilly  committed 
mentally  ill  men  at  Bridgewater,  the  Legislature  required  the 
Department  to  stop  the  transfer  of  civilly  committed  clients  to 
Bridgewater  and  return  to  the  Department's  care  all  those  who  had 
been  transferred  to  Bridgewater  from  DMH.     To  implement  this 
directive,     the  Department  plans: 

♦  Increased  staffing  to  better  manage  behaviorally 
difficult  or  violent  patients  at  the  state  hospitals. 
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♦  Creation  of  a  specialized  secure  unit  at  Medfield  State 
Hospital  to  house  and  provide  treatment  to  approximately  50 
civilly  committed  clients  who  need  to  be  returned  from 
Bridgewater . 

♦  Development,  as  part  of  the  Capital  plan,  of  inpatient 
units  for  difficult  to  manage  patients  that  will  provide  the 
security  needed  to  prevent  and  manage  patient  violence. 

These  important  initiatives  provide  a  context  for  all  future 
mental  health  planning  in  Massachusetts. 


B.      PLANNING  COMMITTEE  AND  SUBCOMMITTEES 
Planning  Committee 

The  Department's  Planning  Committee  and  the  PL  99-660  Planning 
Process  will  serve  a  crucial  role  in  furthering  the  goals  of  the 
Massachusetts  Department  of  Mental  Health  and  providing  rational 
and  participatory  planning  for  the  public  mental  health  system 
for  years  to  come.     The  Committee  represents  a  partnership 
between  consumers,   family  members,  professionals,  providers  and 
DMH  and  other  state  agency  staff.     The  Planning  Committee,  and 
the  subcommittees  that  it  will  convene,  will  be  forums  where 
critical  issues  facing  the  Department  will  be  explored  and 
discussed  and  where  consensus  will  be  sought. 

The  Planning  Committee  was  established  in  June  1989,  under  the 
aegis  of  the  Statewide  Advisory  Council  (SAC)   in  an  effort  to 
integrate  the  advisory  roles  of  each  group.     Two  members  of  the 
SAC  chair  the  Planning  Committee,  Bernard  J.  Carey,  Jr., 
Executive  Director  of  the  Massachusetts  Association  of  Mental 
Health  and  Judi  Chamberlin,  consumer  and  founder  of  the  Ruby 
Rogers  Drop-in  Center. 
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PLANNING  COMMITTEE  MEMBERS 

The  4  0  members  of  the  Committee  were  selected  to  promote  wide 
participation  and  meet  the  requirements  of  the  federal  law.     Half  of 
the  members  are  consumers  or  family  members  and  half  represent  state 
and  private  agencies  that  have  a  significant  interest  in  mental 
health  service  delivery  in  Massachusetts.  There  has  been  a  strong 
effort  to  enlist  members  representing  a  range  of  minority  and  ethnic 
groups.         In  addition,  a  legislative  representative  will  be  added  to 
the  membership. 


Judi  Chamberlin 
Co-Chair 

Ruby  Rogers  Drop-in  Center 
Cambridge,  MA 


Bernard  Carey,  Jr. 
Co-Chair 

Massachusetts  Association 
for  Mental  Health 
Boston,  MA 


Alma  Armstrong 
Metro  Boston  Area 
Boston,  MA 


Board 


Lewis  Budd 

Ruby  Rogers  Drop- in  Center 
Cambridge,  MA 


Mark  Baker 

Director  of  Community  Relations 
Pine  Street  Inn 
Boston,  MA 


Cliff  Cohen 
SEIU,  Local  509 
Dorchester,  MA 


Ann  Beach 

Alliance  for  the  Mentally  111 
Natick,  MA 


Merle  Crocker 

Alliance  for  the  Mentally  111 
Cape  Cod  and  Islands  Chapter 
Cotuit,  MA 


Myron  Belfer,  M.D. 

Massachusetts  Psychiatric  Society 

Wellesley  Hills,  MA 


Judith  DeSoto 
Guiding  Our  Own  Destiny 
(G.O.O.D. ) 
Worcester,  MA 


Jim  Bell 

Department  of  Social  Services 
Boston,  MA 


Phil  Dooley 
Baybridge 
Hyannis,  MA 


Jean  Bove 

Alliance  for  the  Mentally  111 
Taunton  Chapter 
Kingston,  MA 


Kari  Ellison 
The  Genesis  Club 
Worcester,  MA 
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Althea  Fiore 

Guiding  Our  Own  Destiny 

(G.O.O.D. ) 

Worcester,  MA 


Bob  Fleischner 

Center  for  Public  Representation 
Northampton,  MA 


Stan  Goldman 
Mental  Health  Legal 
Advisors  Committee 
Boston,  MA 


Eric  Harris,  Ph.D. 
Massachusetts  Psychological 
Association 
Boston,  MA 


Eileen  Hurley 
The  Genesis  Club 
Worcester,  MA 


Louise  Johnson 
Coalition  of  Families  and 
Advocates  for  the  Retarded 
Mansfield,  MA 


Lilo  McMillan 

DMH  Statewide  Advisory  Council 
Alliance  for  the  Mentally  111 
Ayer ,  MA 


William  Madaus 

Health  and  Education  Services 
Salem,  MA 


Mark  Matulef 

Executive  Office  of  Communities 
and  Development 
Boston,  MA 


Salvador  Maurici 

Ruby  Rogers  Drop- in  Ctr 

Cambridge,  MA 


Tom  McCarthy 

Mass.  Rehabilitation 

Commission 

Boston,  MA 


Margo  McMahon,  Ph.D 
Amherst,  MA 


Joan  Mikula 

DMH  Assistant  Commissioner 
Child/Adolescent  Services 


Mark  Moore 
Director 

Transitions  of  Boston 
Dorchester,  MA 


Susan  Murphy 

Eastern  Middlesex  Human 

Services 

Wakefield,  MA 
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Patricia  Nemec 

Massachusetts  Association  of 
Social  Clubs 
Arlington,  MA 


Norman  Ng 
Brookline,  MA 


Katherine  Olberg 

DMH  Assistant  Commissioner 

Policy  and  Public  Affairs 


Antione  Olsen 

Ruby  Rogers  Drop-in  Center 
Cambridge,  MA 


Andrew  Phillips 

DMH  Region  I  Director 

Northampton ,  MA 


Kathy  Powers-Brown 
Department  of  Public  Welfare 
Boston,  MA 


Roxanna  Quinn 

Metro  Boston  Area  Board 

Milton,  MA 


Gailanne  Reeh 

Child/Adolescent  Professional 
Advisory  Council 
Boston,  MA 

Norma  Rees,  Ph.D. 
Board  of  Regents 
Boston,  MA 


Barbara  Rhuda 

DMH,  Statewide  Advisory  Council 
Alliance  for  the  Mentally  111 
Lynnfield,  MA 


Judge  Maurice  Richardson 
Dedham  Division  District 
Dedham ,  MA 


Eliecer  Seijas 
Alianza  Hispana 
Dorchester,  MA 


Caroline  Sturtevant 
Parent/Professional  Advisory 
League 

Fitchburg,  MA 


Julie  Tesler 

Executive  Office  of  Elder  Affairs 
Boston,  MA 


Hans  Toegel 

Executive  Office  of  Human  Services 
Boston,  MA 


Betty  Walker 
National  Association  of 
Social  Workers 
McLean  Hospital 
Belmont ,  MA 


Fanny  Zambuto 

Alliance  for  the  Mentally  111 
Medfield  Chapter 
Norwell,  MA 
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At  the  first  of  the  quarterly  meetings  of  the  Planning  Committee, 
members  were  enthusiastic  and  eager  to  have  a  role  in  shaping  the 
Department's  service  system  of  the  future.  The  Committee  was 
particularly  interested  in  the  Vision  Statement  as  the  foundation 
for  the  planning  process.  At  the  second  meeting,  members  offered 
their  feedback  on  the  draft  of  this  submission  and  identified  key 
issues  that  will  need  to  be  discussed  in  subcommittees  during  the 
next  year.  Issues  for  further  discussion  and  planning  objectives 
are  outlined  in  later  sections  of  this  plan. 

For  this  submission  of  the  Comprehensive  Plan,  the  Committee 
accomplished  its  initial  goals: 

♦  Developed  a  revised  Vision  Statement  that  reflects  the 
Committee's  concerns. 

♦  Reviewed  the  adult  and  child/adolescent  system  models  that 
appear  in  the  Plan  and  identified  issues  for  future 
discussions . 

♦  Organized  subcommittees  or  task  forces  that  will  discuss 
specific  topics  of  the  Plan  in  the  upcoming  year. 

♦  Outlined  the  planning  process  and  events  that  the  Planning 
Committee  will  implement  and  sponsor  during  1989-1990. 


Subcommittees 

The  Planning  Committee  organized  several  subcommittees  with  the 
goal  of  involving  representatives  of  the  public  and  private 
sector,  consumers,  professional  associations  and  advocates  in  a 
dialogue  about  the  best  way  to  accomplish  the  Department's 
mission.     The  six  subcommittees  will  focus  on  Human/Legal 
Rights,  the  Adult  Services  Model,  the  Child/Adolescent  Services 
Model,  Multi-cultural  Access,  Human  Resource  Development  and 
Finance.     These  groups,  made  up  of  Planning  Committee  members  as 
well  as  outside  individuals  with  interest  in  the  specific  topics, 
will  meet  monthly  to  review  and  discuss  crucial  issues  facing  the 
Department  and  make  recommendations  to  the  Planning  Committee. 

In  addition  to  drawing  membership  from  the  external 
organizations,  there  are  several  ongoing  task  forces  established 
within  the  Department  which  have  already  made  important 
contributions  on  the  development  of  the  child/adolescent  and 
adult  program  models.     These  include  workgroups  such  as  the 
community  support/clubhouse  service  model,  a  psychiatric 
rehabilitation  workgroup,  refugee  assistance  program  task  force, 
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the  CAASP  minority  issues  group,  and  the  priority  clientele 
workgroup.     Much  of  the  work  completed  in  these  task  forces  is 
reflected  in  other  sections  of  this  Plan.     Members  from  these 
groups  will  also  be  appointed  to  the  Subcommittees. 


C.      PLANNING  ACTIVITIES 

Planning  Committee  Statewide  Activities 

During  1989-1990,  the  Planning  Committee  will  be  the  focal  point 
for  a  variety  of  planning  activities  designed  to  ensure  extensive 
review  and  comment  on  the  design  and  delivery  of  mental  health 
services  in  the  state.     In  addition  to  the  work  of  the 
subcommittees,  the  Planning  Committee  will  sponsor  the  following 
activities : 

♦  Convene,   in  conjunction  with  the  Statewide  Advisory  Council, 
regional  forums  across  the  state  during  the  year  to  solicit 
feedback  on  the  current  system,  review  the  Comprehensive  Plan  and 
invite  comments  on  the  models  and  the  planning  process.  Consumer 
groups,  local  AMI  chapters,  DMH  Regional  and  Area  Boards  and 
State  Hospital  Boards  of  Trustees  will  be  invited  as  well  as 
providers,  other  advocates  and  DMH  staff. 

♦  Co-sponsor  with  the  Department,  at  least  two  conferences  where 
the  adult  and  the  child/adolescent  system  models  will  be 
presented  and  discussed.     The  conferences,  one  in  the  eastern 
part  of  the  state  and  one  in  the  west  will  be  open  to  consumers, 
family  members,  providers,  professionals,  local  advisory  boards 
and  DMH  staff.     These  conferences  will  give  priority  and 
visibility  to  the  new  service  models,  as  well  as  elicit  feedback. 

♦  Convene  any  follow-up  hearings  or  meetings  necessary  to 
conclude  the  development  of  the  program  models  and  allocation 
targets  for  the  adult  and  child/adolescent  service  system,  and 
refine  any  aspect  of  the  Comprehensive  Plan. 


In  addition  to  the  role  of  the  Planning  Committee  and  its 
subcommittees,  the  Department  will  pursue  planning  activities 
that  focus  on  local  needs  identification. 


Local  Area  Planning  Process 

In  order  to  assist  DMH  Area  Offices  in  systematic  planning,  the 
Department  has  designed  an  area-based  planning  instrument  that 


21 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


summarizes  data  on  a  catchment  area  basis.     Packages  containing 
summaries  of  information,  a  series  of  questions  and  suggested 
analyses,  and  guidelines  for  using  the  information  will  be 
assembled  for  each  Area. 

The  Area  planning  process  will  be  based  on  the  following 
information:  needs  for  mental  health  services  between  Areas, 
based  on  a  current  needs  assessment  and  prevalence  studies; 
distribution  of  existing  resources  based  on  a  statewide  resource 
inventory;  service  system  configuration  in  relation  to 
Departmental  guidelines,  and  demonstrated  performance  of 
contracted  services. 

The  goals  of  the  Area  planning  process  will  be:  continued 
development  of  a  Comprehensive  Mental  Health  Services  Plan, 
standardization  of  goals  and  objectives  across  Departmental 
managers,  continued  refinement  of  standardized  data  for  area  and 
facility  planning  and  establishment  of  set  quantitative  goals  for 
each  level  of  services  to  be  provided  in  an  area  service  system. 


D.      PROGRESS  SINCE  JANUARY  1989  PLAN 

Since  the  submission  of  the  Comprehensive  Mental  Health  Service 
Plan  in  January,   1989,  the  following  goals  which  were  outlined  in 
that  submission  have  been  achieved: 

♦  The  Department's  vision  statement  has  been  widely 
circulated  and  refined,  reflecting  a  commitment  to  high 
quality  care  consistent  with  our  public  mandate. 

♦  The  Planning  Committee  has  been  established  with 
membership  representing  key  constituent  groups. 

♦  An  improved  Needs  Assessment  for  estimating  the 
number  of  seriously  mentally  ill  adults  and  seriously 
emotionally  disturbed  children  in  each  catchment  Area 
in  need  of  services  is  being  developed  and  is  used  as 
the  basis  of  service  capacities  noted  in  Chapter  IV. 

♦  Service  system  models  for  both  the  adult  and 
child/adolescent  system  have  been  proposed  and  will  be  used 
as  the  basis  for  extensive  discussions  in  the  next  year. 

♦  A  Management  Control  system  for  monitoring  the 
Department 1 s  deployment  of  operating  resources  among 
the  Areas  by  service  category  has  been  developed  and 
was  implemented  on  July  1,  1989. 
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♦  A  Client  Registry  system  has  been  developed  and  over 
8,000  clients  have  been  registered  during  the  first 
phase  of  implementation. 

♦  Performance  evaluation  controls  have  been  improved 
including  the  development  of  a  performance  contracting  pilot 
program. 

♦  Revenue  targets  for  case  management  services  were  reached 
and  a  more  comprehensive  revenue  plan  utilizing  the 
rehabilitation  option  is  being  developed. 

These  goals  were  highlighted  in  the  CONCLUSION  of  the  January, 
1989  Plan. 


E.      KEY  PLANNING  ISSUES 

The  following  section  is  a  brief  overview  of  some  of  the  broad 
philosophical  and  programmatic  issues  facing  the  Department. 
These  themes  will  be  key  topics  of  discussion  for  the  Planning 
Committee  and  its  subcommittees  in  the  next  year. 

Psychiatric  Rehabilitation 

For  the  adult  service  system,  the  planning  process  will  help  the 
Department  broaden  services  to  provide  more  psychiatric 
rehabilitation  programs  across  the  system  and  to  move  services 
towards  supportive  programs  that  emphasize  independence  and 
decision-making  among  consumers.      Although  the  Department  has 
developed  a  number  of  psychiatric  rehabilitation  programs 
already,  there  has  not  been  a  system  wide  review  and  exploration 
of  the  numerous  issues  involved  in  changing  the  Department  to  a 
more  rehabilitative  orientation. 

Some  of  these  discussions  have  already  taken  place  in  smaller 
forums.     For  example,  a  Clubhouse  Committee,  established  in  1985 
by  the  Alliance  for  the  Mentally  111  of  Massachusetts,  included 
consumers,  family  members  and  DMH  staff.     This  group  has  been 
working  to  promote  a  specific  clubhouse  model,  the  Fountain  House 
model,  in  Massachusetts. 

Another  important  discussion  will  focus  on  the  appropriate  roles, 
and  the  relationship  between,  treatment  and  rehabilitation  within 
the  comprehensive  service  system.     Currently,     the  Department 
views  treatment  as  the  medical,  psychiatric  component  of  care. 
Treatment  is  the  driving  force  in  reducing  the  disabling  symptoms 


23 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


of  mental  illness,  through  medication  and  therapy. 
Rehabilitation  develops  skills  and  supports  to  enable  an 
individual  to  achieve  an  optimal  level  of  functioning  in 
employment  and  independent  living.     A  special  committee  focusing 
on  rehabilitation  has  been  convened  which  includes  DMH  staff  as 
well  as  consumers  and  professionals.     Recommendations  on 
rehabilitation  approaches  will  be  channeled  to  the  Planning 
Committee. 

Discussion  points  will  include: 

♦  The  role  consumers  will  play  in  service  delivery,  planning 
and  advisory  roles  to  DMH 

♦  Training  employees  in  psychiatric  rehabilitation 
philosophy,   services  and  techniques 

♦  The  integration  of  both  treatment  and  rehabilitation 
services  in  a  comprehensive  service  delivery  system. 


Child/Adolescent  System  Development 

In  1984,  Governor  Dukakis  signed  Executive  Order  244,  which 
required  that  all  children  under  age  19  receive  inpatient  care  in 
specialized  units.     This  gave  the  Department  an  opportunity  to 
develop  a  plan  for  age  appropriate  inpatient  and  community 
services.     A  major  objective  of  the  plan  is  to  ensure  that 
children  in  every  area  of  the  state  have  access  to  a  full 
continuum  of  care  in  the  least  restrictive  environment  that 
allows  them  to  take  advantage  of  their  educational  entitlement 
and  family  support. 

The  Department  has  traditionally  placed  an  emphasis  on  treatment 
and  early  intervention  for  mentally  ill  and  seriously  emotionally 
disturbed  children  and  adolescents.     It  is  generally  understood 
that  early  intervention  cannot  prevent  a  major  mental  illness 
such  as  manic  depression  or  schizophrenia,  which  are  biological 
illnesses.     However,  early  intervention  can  identify 
environmental  factors  that  impact  a  child's  mental  health.  These 
issues  will  be  explored  by  the  Child/Adolescent  subcommittee. 

Improving  access  to  the  service  system  for  African-American  and 
Latino-American  children  and  youth  is  a  priority  for  the 
Department  and  planning  around  this  issue  will  be  integrated  into 
the  PL  99-660  planning  process. 

Major  discussion  points  for  the  Child/Adolescent  System  include: 
♦  Multi-cultural  access  and  identifying  children  in  need  of 
services 
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♦  Role  of  early  intervention 

♦  Role  of  home  based  services  and  family  support 


Financing 

To  make  the  most  efficient  use  of  resources  in  a  time  of  budget 
constraints,  the  Department  will  need  to  explore  creative 
financing  options  for  its  programs.     Issues  that  will  be 
discussed  include: 

♦  Third  party  reimbursement 

♦  Certification  and  accreditation  for  facilities  to  capture 

Medicaid  and  Medicare  reimbursement 

♦  Equitable  distribution  of  resources  across  the  state 

♦  Maximize  revenue  from  residential  and  community 
support  services . 


Human  Resource  Development 

Mental  health  services  are  highly  labor  intensive  and  therefore 
issues  of  recruitment,  retention  and  training  have  a  major  impact 
in  planning  a  service  system.     A  more  detailed  description  of  the 
Department's  human  resource  activities  is  contained  in  the 
Management  Improvement  section,  Chapter  VII.     However,  there  are 
a  number  of  issues  that  the  Planning  Committee  will  need  to 
address  such  as: 

♦  Training  and  educating  the  DMH  workforce  in  rehabilitation 
philosophies  and  technology 

♦  Encouraging  inclusion  of  consumers  in  the  workforce 

♦  Recruiting  and  retaining  multi-cultural  staff 


Legal/Human  Rights 

The  Planning  Committee  has  decided  to  establish  a  subcommittee  to 
look  at  issues  involving  legal  and  human  rights  of  clients.  A 
major  activity  will  be  developing  guidelines  and  standards  to 
ensure  that  clients'  rights  and  dignity  are  preserved  in  all  DMH 
services.     These  activities  will  be  coordinated  with  the 
Statewide  Human  Rights  Advisory  Committee,  whose  function  is 
explained  in  the  Appendix.     Issues  that  will  be  addressed 
include: 

♦  Consumer  choice  in  treatment  options 

♦  Client  dignity 

♦  Legal  Rights 
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F.      COLLABORATION  INITIATIVES 

The  comprehensive  mental  health  system  described  in  this  Plan  can 
only  be  effective  with  the  support  of  other  human  service 
agencies, private  health  care  organizations  and  most  importantly 
with  the  support  and  acceptance  of  the  community  in  which  these 
services  exist. 

Inter-Agency  Cooperation 

Collaboration  with  other  state  agencies  is  critical  to  the 
effective  delivery  of  services  to  DMH  clients.     Many  persons 
receiving  mental  health  services  need  a  variety  of  other  social, 
vocational,  educational  or  other  specialized  services.  The 
Department  collaborates  with  other  state  human  service  agencies 
such  as  the  Office  of  Refugee  Resettlement,  the  Department  of 
Public  Welfare,  the  Department  of  Public  Health,  the  Department 
of  Education,  the  Department  of  Social  Service  and  the 
Massachusetts  Commission  for  the  Deaf  and  Hard  of  Hearing. 

To  facilitate  housing  development  and  construction  projects,  the 
Department  maintains  collaborative  relationships  with  the 
Executive  Office  of  Community  and  Development  (EOCD)   and  the 
Division  of  Capital  Planning  and  Operations  (DCPO)  as  well  as 
local  housing  authorities.     EOCD  offers  various  public  housing 
programs  that  provide  safe,  affordable  housing  for  people  with 
mental  illness.     (Specific  programs  are  explained  in  Chapter 
VIII) 

Inter-agency  collaboration  may  be  formal  (e.g.  specific  written 
agreements)  as  well  as  informal  (information  sharing  or  joint 
planning) .     Outlined  below  is  a  summary  of  some  of  the  formal 
inter-agency  agreements  the  Department  has  developed  with  state 
agencies  to  improve  the  quality  and  continuity  of  care. 

Department  of  Social  Service  (DSS) 

One  agreement  outlines  DMH's  responsibilities  for  screening 
for  psychiatric  hospitalization  for  all  children  and 
adolescents  in  the  care  or  custody  of  DSS.  It  also  provides 
for  collaborative  planning  between  the  two  agencies  on 
crisis  intervention  programs.  A  second  agreement  with  DSS 
outlines  the  protocol  for  communicating  information  on 
mutual  clients  who  may  have  been,  or  are,  abused  or 
neglected. 

Massachusetts  Rehabilitation  Commission  (MRC) 

MRC  and  DMH  have  entered  into  an  agreement  which  outlines 
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aggressive  planning  efforts  in  establishing  shared  agency 
objectives,  as  well  as  training  and  program  development 
activities. 

Executive  Office  of  Elder  Affairs  (EOEA) 

The  agreement  between  the  Department  and  EOEA  sets  forth  the 
roles  and  responsibilities  of  the  two  agencies  in  serving 
elderly  citizens. 

Department  of  Mental  Retardation  (DMR) 

Prior  to  1986,  the  Department  of  Mental  Health  provided  all 
mental  retardation  services.     In  1986,  DMR  was  established 
as  a  new  state  agency  and  therefore  an  agreement  will  be 
developed  to  clarify  the  roles  of  DMR  and  DMH.  Specific 
issues  that  will  be  addressed  include  provision  of  emergency 
psychiatric  services  to  mentally  retarded  persons  and 
services  to  persons  with  dual  diagnosis. 


Anti-Stigma  Campaign  and  Community  Education 

In  1988,  the  Department  launched  an  anti-stigma  campaign  to 
increase  public  awareness  and  reduce  the  stigma  associated  with 
mental  illness.     A  major  goal  of  the  initiative  is  to  combat  the 
resistance  of  neighbors  to  siting  DMH  community  residences.  A 
major  success  for  the  campaign  has  been  the  ability  to  combine 
the  efforts  of  consumer,  advocacy  and  professional  groups  to  work 
together.  Through  special  events  and  presentations,  creative 
publications  and  an  extensive  media  watch,  the  campaign  has 
helped  to  broaden  awareness  and  ease  the  way  for  individuals  with 
mental  illness  to  live  and  work  in  the  community. 

Although  the  staff  for  the  Anti-Stigma  Campaign  has  been  scaled 
down  due  to  budget  constraints,  the  effort  will  continue  both 
within  and  outside  of  the  Department.     The  Office  of  Policy  and 
Public  Affairs  will  be  developing  a  plan  for  the  next  year. 
Currently,  a  video-slide  show  on  community  siting  is  being 
developed  to  present  at  neighborhood  meetings.     The  Department 
hopes  that  the  Planning  Committee  will  help  to  continue  the 
Campaign  by  sponsoring  events  and  forums. 
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CHAPTER  III:      IDENTIFICATION  OF  PRIORITY  CLIENTS 
A.      DEFINITION  OF  PRIORITY  POPULATION 

The  Department  of  Mental  Health  historically  has  sought  to 
provide  a  broad  range  of  mental  health  services  to  citizens 
needing  mental  health  care  or  treatment.     Prior  to  the  enactment 
of  Chapter  599  of  the  Acts  of  1986,  the  Department's  efforts  to 
provide  services  were  not  limited  by  Statutory  directives. 
Service  provision  occurred  as  part  of  a  broad  mandate  that  the 
Department  "take  cognizance  of  all  matters  affecting  the  mental 
health  of  citizens  of  the  commonwealth...".     While  Chapter  599 
reaffirmed  the  broad  mandate,  it  added  a  new  focus  or  primary 
mission:   "the  primary  mission  of  the  Department  shall  be  to 
provide  services  to  citizens  with  long-term  or  serious  mental 
illness . . . " . 

To  ensure  that  public  sector  mental  health  services  would  be 
targeted  to  the  appropriate  citizens,  the  Department  convened  a 
task  force  of  family  members,  consumers  and  representatives  of 
advocacy  groups,  professional  organizations,  providers,  clinical 
staff  and  other  state  agencies  to  work  with  DMH  staff  in  drafting 
a  policy  that  established  eligibility  criteria  for  DMH  priority 
clients.     After  intensive  work  by  this  group,  the  policy  was 
adopted  in  April,  1989.     Key  elements  of  this  policy  are  outlined 
below.       (See  Appendix  for  complete  Eligibility  Criteria,  Policy, 
#  89-3.) 

Adults  with  serious  or  long-term  mental  illness  and  children  and 
adolescents  with  serious  emotional  disturbance  or  serious  mental 
illness  are  priority  clients  of  the  Department.     The  nationally 
recognized  term  for  children  and  adolescents  "seriously 
emotionally  disturbed"  (SED)  will  be  used  throughout  this  Plan 
and  includes  children  with  serious  mental  illness.  Eligibility 
criteria  have  been  developed  to  ensure  access  to  intensive  or 
long-term  services  by  individuals  with  the  most  severe 
impairment.     The  more  severe  the  impairment  the  greater  the 
priority  assigned  for  mental  health  services  provided  by  the 
Department . 

Priority  clients  are  determined  based  on  factors  including  the 
presence  of  a  major  mental  illness  or  serious  emotional 
disturbance,  the  severity  of  that  illness  as  indicated  by  level 
of  functioning  and  the  duration  of  the  illness. 

Adults  who  are  seriously  or  long  term  mentally  ill  have  a 
substantial  disorder  of  thought,  mood,  perception  or  memory  which 
grossly  impairs  judgement,  behavior,  capacity  to  recognize 


29 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


reality  or  the  ability  to  independently  meet  life  support  needs 
of  food,   shelter,  clothing,   income  and  health  care. 

Children  and  adolescents,  under  19  years  of  age,  who  have  a 
serious  emotional  disturbance  with  resulting  functional 
impairments  are  also  the  Department's  priority  clients.  Children 
who  are  seriously  emotionally  disturbed  have  a  diminished 
capacity  to  reasonably  and  accurately  perceive  the  world  around 
them,  to  learn,  to  control  their  impulses  or  to  maintain 
satisfying  relations  with  others. 

While  the  Department  maintains  its  commitment  to  providing  crisis 
intervention,   short  term  evaluation  and  treatment  to  persons 
experiencing  a  mental  health  crisis,  only  priority  clients  will 
have  access  to  the  full  range  of  services. 


B.      ESTIMATING  NEED  AND  PREVALENCE 

In  order  to  assess  the  relative  levels  of  need  for  mental  health 
services  among  areas,  the  department  uses  a  combination  of 
prevalence  estimates  and  social  indicators.  Together  these 
estimate  the  numbers  of  clients  who  will  meet  the  eligibility 
guidelines  in  each  area  and  region.     The  prevalence  estimates 
were  calculated  using  currently  available  procedures  from  the 
national  epidemiological  literature,  as  well  as  needs  assessment 
data  for  Massachusetts,  cited  below. 

Please  note  that  the  estimates  appearing  in  tables  One  and  Two 
are  based  on  different  methodologies.  The  columns  (A,  B,  C)  for 
adults  do  not  correspond  to  the  same  columns  for  the  children's 
estimates. 

Adult  prevalence  estimates  were  based  on  one  year  prevalence 
rates  for  serious  mental  illness  and  disability  as  assessed  by 
the  NIMH  sponsored  Epidemiological  Catchment  Area  (ECA)  study. 
The  overall  population  rates  derived  from  this  study  were 
adjusted  for  each  area  and  region  using  needs  scores  from  the 
Massachusetts  mental  health  needs  assessment.     The  development  of 
area  needs  scores  is  explained  more  fully  in  The  Assessment  of 
Mental  Health  Needs  (1984)  and  The  1990  Mental  Health  Needs 
Assessment  Update  (1989) .     Detailed  descriptions  of  the 
methodology  for  prevalence  estimates  for  adults  and  children  and 
adolescents  is  given  in  Prevalence  Estimates  for  Priority 
Populations  (1989)  . 
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The  estimates  reported  here  are  based  on  preliminary  work  done  by 
the  Office  of  Planning  and  Research.     Over  the  course  of  the  next 
year,  this  work  will  be  reviewed  and  refined  by  a  task  force  to 
ensure  appropriate  representation  and  input.     The  task  force  will 
be  coordinated  with  the  Planning  Committee. 

Table  One  shows  the  prevalence  estimates,  by  Region,   for  adults 
with  long  term  or  serious  mental  illness.     These  numbers  include 
adults  over  age  65,  as  well  as  the  special  populations  that  are 
described  later  in  this  Plan. 


TABLE  ONE: 

ADULT  PREVALENCE  ESTIMATES 

A 

B 

C 

DIAGNOSABLE 

MI  & 

DMH 

MENTAL 

SEVERELY 

PLANNING 

ILLNESS 

DISABLED 

POPULATION 

15.22% 

0.98% 

0.50% 

Region  One 

92,219 

6,012 

3,006 

Region  Two 

78,939 

4,352 

2,176 

Region  Three 

130,210 

7,680 

3,840 

Region  Four 

166,497 

8,468 

4,235 

Region  Five 

131 , 146 

7,662 

3,831 

Region  Six 

87,597 

9,973 

4,987 

Adult  Totals 

686,608 

44 , 147 

22,075 

Column  A:  a  diagnosable  mental  illness  with  symptoms 
occurring  in  a  twelve  month  period  including 
schizophrenia,  major  affective  disorders,  anxiety 
disorders,  dysthymia  and  phobic  disorders.  Excludes 
substance  abuse,  retardation,  and  organic  disorders. 

Column  B:  severely  disabled;  unable  to  provide  for 
basic  self  care. 

Column  C:  planning  population;  the  Department's  highest 
priority  client  group. 
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Table  One  indicates  that  there  are  estimated  to  be  over  686,000 
people  in  Massachusetts  with  a  diagnosable  serious  mental 
illness.     Of  this  group,   44,147  are  estimated  to  be  severely 
disbled  as  a  result  of  their  mental  illness.     Since  many  of  these 
people  would  be  receiving  services  from  alternative  sources,  or 
not  seeking  services  at  all,  the  Department  is  estimating  that 
one  half  of  this  group,   22,075  people,  will  be  dependent  on 
public  mental  health  services  for  their  needs. 

This  group,  called  the  Planning  Population,   is  the  basis  for 
estimating  capacities  for  services  to  the  priority  clientele, 
such  as  case  management,  residential  and  long  term  clinical 
treatment.     However,  emergency  services  and  diagnosis  and 
evaluation  services  must  be  available  for  all  people  in 
psychiatric  crisis.     Therefore,   it  is  important  to  know  the  total 
number  of  people  in  the  community  with  mental  health  problems  who 
may  need  to  access  these  services. 
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Prevalence  estimates  for  children  and  adolescents  were  calculated 
based  on  a  model  originally  developed  by  the  state  of  North 
Carolina.     Overall  population  rates  were  adjusted  for  each  area 
using  sociodemographic  analyses  from  the  1984  Needs  Assessment. 

Table  Two  shows  the  total  number  of  children  and  adolescents 
estimated  to  be  at  risk  of  serious  emotional  disturbance  in  each 
Region.     In  addition,   it  shows  the  numbers  estimated  to  be  in 
need  of  public  sector  mental  health  services. 


TABLE  TWO:  CHILD/ADOLESCENT  PREVALENCE 

ESTIMATES 

A 

B 

C 

NUMBER 

NEED 

PUBLIC 

AT  RISK 

SERVICE 

SERVICE 

11.80% 

5.00% 

2.50% 

Region  One 

23,463 

10,230 

5,115 

Region  Two 

21,943 

8,022 

4,011 

Region  Three 

32,488 

12,823 

6,412 

Region  Four 

36,241 

12,059 

6,030 

Region  Five 

34,737 

13,248 

6,624 

Region  Six 

18,879 

14,699 

7,349 

Child  Totals 

167,751 

71,081 

35,540 

Column  A:  the  group  of  individuals  most  likely  to 
exhibit  current  or  future  diagnosable  mental  illness 
or  emotional  disturbance. 

Column  B:  the  number  in  need  of  professional  mental 
health  services  at  any  one  point  in  time. 

Column  C:  those  likely  to  need  public  mental  health 
services;  the  Department's  priority  clients. 

Table  Two  indicates  that  there  are  estimated  to  be  over  167,000 
children  and  adolescents  in  Massachusetts  who  are  at  risk  for 
mental  illness  or  serious  emotional  disturbances.     Of  that 
population,  35,540  are  estimated  to  be  in  need  of  public  mental 
health  services.     This  estimate  is  used  to  plan  capacities  for 
service  models  for  children  and  adolescents. 
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CHAPTER  IV:      SERVICE  SYSTEM  MODELS 

This  chapter  will  describe  two  complete  mental  health  service 
systems,  one  for  adults  and  one  for  children  and  adolescents. 
These  configurations,  or  "models"  as  the  Department  has  called 
them,   represent  the  ideal  continuum  of  services  that  the 
Department  wants  to  provide.     Each  component  of  the  models 
contains  a  programmatic  description  as  well  as  a  quantitative 
"model  capacity" .     This  capacity  represents  the  quantity  of  the 
service  that  the  DMH  researchers  estimate  is  needed  to  adequately 
serve  the  population.     After  both  the  adult  and  child/adolescent 
system  are  outlined,  the  capacities  are  shown  for  each  Region  of 
the  state.     (A  complete  explanation  of  the  assumptions  used  in 
developing  these  capacities  is  included  in  the  Appendix.) 


A.     OVERVIEW  OF  SERVICE  NETWORK 
Regions 

The  function  of  the  Regional  Office  is  to  oversee  and  coordinate 
the  development  and  management  of  Area  mental  health  services. 
The  six  Regional  Offices  are  responsible  for  all  the  financial 
support  and  business  functions  of  the  community  mental  health 
system,  including  budgeting,  contracting,  personnel  and  payroll. 
The    Region  is  also  the  location  for  local  coordination  and 
accountability  for  forensic  and  the  child/  adolescent  services. 


Areas 

The  Area  level  is  the  locus  of  service  delivery.  Primary  Area 
responsibility  includes  case  management,  individual  service  plan 
development,  program  development  and  monitoring.     Area  staff  are 
responsible  for  formulating  program  specifications  and  working 
with  the  Region  in  the  selection  of  contractors  and  verifying 
service  delivery  before  payment.     Areas  managing  one  of  the  eight 
state  operated  mental  health  centers  have  the  additional 
responsibility  for  facility  operations  and  inpatient  service 
delivery. 


Hospitals 

Seven  hospitals,  the  Gaebler  Children's  Center,  and  the 
Bridgewater  Treatment  Center,  are  located  in  five  Regions  outside 
of  Metro  Boston  and  are  administered  by  the  Division  of  Hospital 
Management  through  facility  Chief  Operating  Officers.  Hospital 
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Management  is  responsible  for  providing  acute  and  transitional 
care  to  the  areas  served  by  the  hospital,  and  specialty  inpatient 
care  available  to  all  Regions. 


Metro  Boston  Community  Mental  Health  Centers 

The  four  mental  health  centers  within  the  Metro  Boston  Region 
provide  comprehensive  services  for  acute  as"  well  as  long  term 
populations  living  within  the  geographic  subdivisions  of  the 
Region.     The  centers  provide  inpatient,  case  management, 
emergency,  residential,  employment  and  support  and  outpatient 
services  to  both  adults  and  children  and  adolescents.  The 
centers  are  centrally  managed  by  the  Metro  Boston  Regional 
Office. 


Quality  Assurance 

To  ensure  the  development  and  implementation  of  effective 
services  throughout  the  Department,  the  Office  of  Quality 
Assurance  develops  appropriate  mechanisms  for  measuring  the 
quality  of  services  provided  to  consumers.     The  focus  of  quality 
assurance  is  client-centered  outcomes,  rather  than  administrative 
process.     The  Office  for  Quality  Assurance  is  a  unit  within  the 
Deputy  Commissioner  for  Mental  Health  Services. 

Quality  Assurance  includes  the  monitoring  and  evaluation  of 
services  provided  or  purchased  by  the  Department,  accreditation 
of  facilities  by  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations,  certification  by  the  Health  Care 
Financing  Administration,  and  performance-based  contracting. 


Ensuring  Human  Rights 

The  Department  of  Mental  Health  has  a  system  of  human  rights 
officers  and  human  rights  committees  to  ensure  that  the  human 
rights  of  clients  is  protected  in  all  DMH  services.  DMH 
regulations  require  that  every  community  program  and  inpatient 
facility  have  a  human  rights  officer  (HRO) .     The  responsibilities 
of  the  HROs  include:  assisting  clients  in  advocating  for  their 
human  rights,  training  staff  and  clients  on  human  rights  issues, 
assisting  and  monitoring  the  formal  complaint  process  and 
monitoring  program  policies  and  regulations  for  compliance  with 
human  rights  goals.     There  are  approximately  350  human  rights 
officers  within  the  DMH  service  system. 
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In  addition,  every  DMH  program  must  have  a  human  rights  committee 
to  monitor  the  activities  of  the  program  with  regard  to  the  human 
and  civil  rights  of  the  clients  served  by  the  program. 
Committees  must  have  at  least  five  members;  three  of  the  members 
shall  be  consumers,   family  members  or  advocates  and  not  more  than 
one  in  five  members  can  have  any  direct  or  indirect  financial  or 
administrative  interest  in  the  program.     The  specific 
responsibilities  of  human  rights  committees  include:  monitoring 
the  seclusion  and  restraint  data,  visiting  the  program  at  least 
once  a  year  and  providing  advise  on  human  rights  issues.  Lastly, 
the  Statewide  Human  Rights  Advisory  Committee  advises  the 
Commissioner  on  issues  relating  to  human  rights. 


Citizen  Monitoring  Project 

The  Department  has  developed  a  unique  program  to  review  and 
monitor  the  quality  of  life  at  inpatient  facilities.     The  Citizen 
Monitoring  Project  was  developed  jointly  by  the  Alliance  for  the 
Mentally  111  of  Massachusetts  and  the  Department  in  May  1987  to 
provide  citizen  monitors  at  the  state  hospitals  and  community 
mental  health  center  inpatient  units.     The  monitors  use  a 
standard  monitoring  form  and  reporting  protocol  and  provide 
recommendations  to  the  Department  on  inpatient  conditions. 
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B.      ADULT  SERVICE  SYSTEM  MODEL 

The  following  section  describes  the  components  of  the  adult 
mental  health  system  model.       The  description  of  each  component 
includes  service  goals  and  functions  as  well  as  an  explanation 
and  table  of  quantitative  capacities.     (For  further  explanation 
of  capacities,  see  Appendix) 

Overview 

The  model  for  the  adult  mental  health  system  below  will  reflect 
programming  which  meets  the  medical/clinical  needs  and  the 
support/rehabilitation  needs  of  persons  with  serious  mental 
illness.     The  goal  for  our  system  is  to  empower  and  assist  DMH 
priority  clients  to  develop  the  skills  and  acquire  the  supports 
and  resources  necessary  to  secure  productive  work,  acquire  an 
education,  maintain  a  stable  home  and  develop  a  social  support 
network.     Services  will  help  individuals  to  set  their  own  goals 
and  act  responsibly  as  members  of  the  community. 

This  adult  service  system  model  reflects  the  Department 1 s 
commitment  to  provide  emergency  or  short  term  treatment  for 
persons  experiencing  an  acute  mental  health  disorder,  as  well  as 
longer-term  services  for  priority  clients  nineteen  years  of  age 
and  above.     The  Department  strives  to  provide  quality  services 
which  are  accessible,  culturally  appropriate  and  responsive  to 
the  mental  health  needs  of  seriously  or  long  term  mentally  ill 
adults.     Forensic  services  address  the  mental  health  needs  of 
individuals  involved  in  the  criminal  justice  system. 

A  critical  focus  of  the  adult  system  will  be  the  service  needs  of 
young  adults.     The  Department  recognizes  the  need  for  increased 
attention  to  the  transition  of  clients  from  the  child/adolescent 
service  system.     The  responsiveness  of  an  integrated  mental 
health  service  system  to  young  adults  is  critical  to  quality  and 
continuity  of  care. 

Persons  with  psychiatric  disabilities  have  diverse  needs  that 
change  over  time  and  these  services  will  be  structured  in  a 
manner  which  allows  the  greatest  choice  for  each  individual. 
Services  should  be  provided  in  the  community  of  choice  whenever 
possible  to  prevent  the  interruptions  in  community  living  that 
occur  with  hospitalization,  and  to  minimize  the  need  to  transfer 
skills  from  one  setting  to  another. 

DMH  priority  clients  should  have  access  to  the  following  array  of 
coordinated  services:     case  management  services,  outpatient 
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services,  a  clubhouse  including  transitional  employment,  a 
supported  housing  situation  and  acute  psychiatric  inpatient  care 
when  necessary.     A  case  manager  will  assist  the  client  in 
establishing  goals,   identifying  needed  services  and  facilitating 
access  to  those  services.     The  clubhouse  program  will  provide 
peer  and  staff  support  as  well  as  multiple  work  opportunities  to 
assist  people  in  improving  their  social  network  and  securing  and 
maintaining  employment.     Supportive  housing  will  provide  a  stable 
home  for  individuals  as  well  as  any  skills  they  may  need  to 
maintain  their  home.     Outpatient  services  will  provide  medication 
monitoring  and  therapy  to  assist  in  stabilizing  the  symptoms  of 
the  client's  illness.   Inpatient  care  and  treatment  will  be 
available  to  the  client  during  acute  phases  of  his/her  mental 
illness . 


1.     Emergency  Services 

a.  Goal 

Emergency  services  are  often  the  point  of  entry  into  the  DMH 
system.     The  emergency  service  system  is  designed  to  be  available 
24  hours  a  day  to  help  people  through  the  crisis  and  then  resume 
regular  activities.     The  goals  of  the  Emergency  Services  System 
are  to  assist  individuals  who  are  in  psychiatric  crisis  to  resume 
stable  functioning  and  to  prevent  unnecessary  hospitalization. 

b.  Eligibility 

The  Emergency  Service  System  in  each  Area  will  serve  any  Area 
resident  who  presents  a  serious  risk  of  harm  to  self  or  others  by 
virtue  of  mental  disorder,  or  a  person  who  presents  a  clinical 
picture  of  mental  illness  or  acute  emotional  disturbance,  or  a 
person  who  requests  hospitalization  or  is  referred  for  screening 
for  psychiatric  hospitalization. 

c.  Functions  and  Description 

The  major  functions  of  this  service  are: 

♦  To  ensure  immediate  access  to  information  and  assistance 
during  a  mental  health  crisis. 

♦  To  provide  needed  clinical  intervention  and  treatment  to 
stabilize  clients  in  psychiatric  crisis. 
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♦  To  assist  clients  and  members  of  their  natural  support 
system  in  resolving  problems  and  stresses  that  may  have 
contributed  to  the  crisis. 

♦  To  access  community  support  services  which  will  help  the 
client  maintain  an  optimal  level  of  functioning  in  the 
community  following  resolution  of  the  immediate  crisis. 

♦  To  clearly  determine  when  hospitalization  is  required  and 
to  arrange  for  necessary  admission  in  an  expedient  manner. 


Each  Area  will  have  a  Director  of  Emergency  Services  who  will  be 
responsible  for  the  development  and  implementation  of  all 
Emergency  Service  components,   including  assessment,  intervention 
and  holding  areas.     Emergency  Services  should  be  available  24 
hours  a  day  through  each  DMH  Area  with  the  following 
capabilities:  on-duty  or  on-call  board  eligible  or  board 
certified  psychiatrist,  licensed  to  practice  in  the  Commonwealth, 
with  approved  admission  privileges  for  the  appropriate  DMH 
facility/facilities;  an  on-duty  or  on-call     licensed  mental 
health  clinician  experienced  in  the  evaluation  of  children  and 
adolescents;     adult  and  pediatric  medical  evaluations; 
specialized  assessment  and  crisis  intervention  for  the  hearing 
impaired,  cultural/linguistic  minorities,  the  mentally  retarded 
or  other  special  populations  specified  by  the  Department. 


d.     Current  Status 

All  DMH  Areas  currently  have  24  hour  crisis  intervention, 
assessment,  medication  evaluation,  one  to  one  specialing,  crisis 
hot-line  and  a  72  hour  holding  capacity.     The  emergency  team  is 
responsible  for  referrals  to  appropriate  mental  health  services, 
psychiatric  hospitalization  or  continued  emergency  services. 


e.     Model  Capacities 

The  model  for  Emergency  Services  specifies  that  each  Area  will 
have  a  fully  developed  emergency  services  program.     The  four 
Metropolitan  Boston  centers  which  provide  emergency  services  will 
be  coordinated  by  the  Region.     A  capacity  table  for  emergency 
services  is  not  included  because  the  Department  has  met  the  model 
capacities. 
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f.  Objectives 

Due  to  funding  provided  by  the  Special  Message,  each  Area 
currently  has  an  emergency  services  program  which  provides  all  of 
the  program  components.     The  Department  has  identified  the 
following  objectives  to  increase  the  effectiveness  of  emergency 
services : 

1.  Develop  a  centralized  emergency  services  system  for  the 
Metro  Boston  Region.     Currently,  each  of  the  four 
centers  in  the  Metro  Boston  Region  has  a  separate 
emergency  services  system.     These  will  be  networked 
into  a  unified  system  to  ensure  coordination  of 
services  throughout  the  Region.     Funding  for  this 
initiative  was  cut  from  the  current  FY  90  budget,  but 
it  remains  a  future  goal . 

2.  Increase  third  party  billing  capacity  of  the  various 
components  of  the  Area  Emergency  Services  System.  At 
the  present  time,  emergency  services  do  not  generate 
their  full  potential  of  third  party  revenues. 
Increased  revenues  will  offset  the  costs  of  providing 
these  services. 

3 .  Increase  the  number  of  inpatient  beds  in  private 
general  hospitals.     This  will  increase  the  capacity  of 
the  emergency  services  programs  to  divert  admissions 
from  the  state  inpatient  units. 

4.  Increase  the  mobile  outreach  capacity  of  each  emergency 
services  system. 

5.  Improve  linkages  and  programming  with  the  Department  of 
Public  Health  in  order  to  provide  better  Emergency 
Services  to  persons  who  have  mental  illness  and 
substance  abuse  problems  and  persons  with  organic 
etiology. 
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2 .     Case  Management  Services 

a.  Goal 

Case  managers  assist  individuals  to  access  services  and  make 
choices  about  opportunities  and  services.     They  help  clients  to 
make  effective  use  of  formal  and  informal  helping  systems  to 
gather  resources  to  live  in  the  community.     The  development  of  an 
Individual  Service  Plan  (ISP)   is  the  mechanism  to  ensure  access 
to  services.     The  ISP  is  an  opportunity  for  consumers  to 
establish  goals  for  themselves  and  to  identify  those  services 
which  will  help  them  achieve  these  goals.     Case  managers  have  the 
responsibility  to  empower  consumer  to  make  choices  about  their 
lives  and  their  options  for  services. 

b.  Eligibility 

Case  management  services  are  available  to  DMH  priority  clients, 
specifically  those  individuals  with  a  serious  long-term  mental 
illness  who  are  unable  to  independently  meet  life  support  needs 
for  food,  shelter,  clothing  and  health  care.     (See  Appendix  for 
Case  Management  Policy,  #87-3) 

c.  Description  and  Function 

State-operated  Case  Management  Services  allow  the  Department  of 
Mental  Health  to  ensure  priority  to  long  term  seriously  mentally 
ill  adults,  standardize  Case  Management  functions  and  activities 
across  the  state  and    generate  Medicaid  Reimbursement  for  Case 
Management  Services. 

The  following  are  functions  which  are  performed  by  the  Case 
Management  staff: 

♦  Determination  of  eligibility  for  long  term  services; 

♦  Assessment  of  client  needs; 

♦  Development  of  Individual  Service  Plans  (ISP) ; 

♦  Connecting  clients  to  appropriate  services  and  providers; 

♦  Monitoring  the  quality  and  effectiveness  of  services  to 
individual  consumers ; 

♦  Support  to  families  and  other  informal  care  givers. 
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♦     Registering  clients  in  the  DMH  computerized  Client 
Registry  system.     This  system,   initiated  this  year,  forms 
the  basis  of  an  automated  client  information  system. 

d.     Current  Status 

Based  upon  national  studies  of  the  prevalence  of  long  term 
serious  mental  illness,  the  Department  has  estimated  that  by 
1990,  the  Commonwealth  will  have  approximately  22,000  adult 
citizens  and  18,000  children/adolescents  who  will  be  eligible  for 
case  management  services. 

During  the  past  fiscal  year,  the  Department  has  developed  the 
capacity  to  bill  Medicaid  for  case  management  services.  Over 
8600  clients  were  entered  into  the  client  registry  during  FY* 89. 
Of  these,  70%  were  Medicaid  eligible. 


e.     Model  Capacities 

The  DMH  Case  Management  model  assumes  that  each  person  meeting 
the  client  eligibility  criteria  should  have  a  case  manager.  The 
model  further  assumes  that  the  case  load  for  each  case  manager 
will  be  30  clients,  and  that  each  Area  will  have  a  Case 
Management  Director  who  will  carry  no  case  load. 

The  following  table  show  the  number  of  clients  currently 
registered  as  receiving  case  management  services,  and  the 
projected  number  to  be  served  under  the  model. 
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CASE  MANAGEMENT  CAPACITIES 
Measure:  Number  of  clients  to  be  served 


Region 


Current  Capacity 


Model  Capacity 


One 

Two 

Three 

Four 

Five 

Metro 


Boston 


1,  500 
1,745 
1,782 


1,  040 
913 


712 


3,006 
2,176 
3,840 
4,235 
3,831 
4,987 


Total 


7,692 


22,075 


f.  Objectives 

During  the  coming  year,  case  managers  will  continue  to  function 
in  the  manner  described  above.     Training  will  be  provided  in 
FY' 90  for  all  Case  Management  staff.     This  standardized  and 
mandatory  training  will  provide  a  clear  vision  of  the 
Commonwealth 1 s  standards  and  operating  procedures  for  Case 
Management  Services. 

1.  The  Department  will  continue  to  advocate  for  additional 
staff  and  resources  to  support  Case  Management 
services.     Advocacy  will  occur  through  the  budgetary 
process. 

2.  Ongoing  and  advanced  training  will  be  provided  to  Case 
Management  staff. 

3.  Billing  for  Case  Management  and  Rehabilitation  Services 
for  the  purpose  of  revenue  generation  will  continue. 
Billing  efforts  will  be  enhanced  through  the 
registration  of  clients  via  the  DMH  Client  Registry. 
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3.     Employment  and  support  Programs 

a.  Goal 

The  goals  for  Employment  and  Support  Programs  are  to  provide 
opportunities  for  people  with  psychiatric  disabilities  to  come 
together  for  mutual  support,  assist  individuals  in  finding 
meaningful  employment  and  assist  them  in  developing  social 
networks.     To  accomplish  these  goals,  this  model  will  include  an 
array  of  program  options  in  each  DMH  Area  to  allow  consumers  a 
choice  in  services.     Each  of  these  programs  will  assist 
individuals  to  achieve  a  variety  of  goals  in  areas  such  as  work, 
education,  housing,  resource  development,   independent  living 
skills  and  social  networks. 


b.  Eligibility 

DMH  priority  clients,  as  explained  in  Chapter  III,  are  eligible 
for  Employment  and  Support  Programs. 


c.     Description  and  Function 

Employment  and  Support  programs  help  to  develop  skills  in  social 
networking,  independent  living  skills,  budgeting,  accessing 
transportation  and  self -care.     The  following  models  are  examples 
of  the  array  of  Employment  and  Support  programs. 

Community  Support  Clubhouse 

A    community  support  clubhouse  provides  independent  living 
support  services  through  an  array  of  services  including:  a 
work  ordered  day,  transitional  employment,  evening  and 
weekend  social  programs,  active  outreach,  supported 
education,  case  management  and  advocacy. 

Psvcho-social  Rehabilitation  model 

This  generic  model  of  rehabilitation  day  programming  assists 
clients  to  strengthen  their  skills  and  provides  clients  with 
environmental  supports  necessary  to  live  in  the  community. 
These  programs  help  the  person  maintain  a  place  to  live, 
develop  a  social  network  and  find  productive  work. 

Social  Club 

A  social  club  is  a  drop-in  center  which  provides  an  informal 
and  welcoming  environment,  peer  support,  staff  support, 
recreational  opportunities  and  a  noontime  meal. 
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Supported  Employment 

Supported  employment  provides  a  real  job  in  the  community 
paying  minimum  wage  or  better  with  staff  support  on  the  job. 
The  jobs  range  from  part-time  to  full-time  and  staff  support 
is  provided  from  three  months  to  several  years. 

Day  Treatment 

This  active  treatment  is  designed  to  maximize  an 
individual's  level  of  functioning  in  the  community  and  to 
prevent  acute  inpatient  care.     This  service  will  primarily 
be  used  for  persons  recently  discharged  from  the  hospital  or 
individuals  in  immediate  danger  of  re-hospitalization. 
Services  include  individual  and  group  therapy,  milieu 
therapy,  educational  and  socialization  activities  and  the 
average  length  of  stay  will  be  three  to  six  months. 

Consumer  Self-help  Program 

A  self-help  program  is  a  drop-in  center  run  entirely  by 
primary  consumers  which  provides  advocacy,   information  and 
peer  support. 

Independent  Living  Center 

This  program  is  based  in  living  centers  for  people  with 
various  disabilities.     The  focus  of  this  program  is  to 
educate  the  community  about  the  stigma  of  mental  illness, 
provide  peer  support  groups  and  provide  training  to  mental 
health  practitioners  on  empowerment  of  clients. 


d.     Current  Status 

Day/Vocational  Programs  are  offered  in  all  DMH  Areas  but  minimum 
standards  or  requirements  have  not  been  set.     Currently  the 
Department  offers  the  following  day  options:     day  services,  day 
treatment,  pre-vocational  services,  social  clubs,  supported 
employment,  and  community  support  clubhouses. 
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f.  Model  Capacities 

The  tables  below  show  the  model  capacities  for  each  of  the  types 
of  Employment/Support  programs.     The  following  assumptions  are 
made: 

Each  Area  should  have  one  community  support  clubhouse,  with 
larger  Areas  having  two  programs. 

Each  Area  should  have  one  support  program,  with  larger  Areas 
having  two  or  three  programs. 

Each  Area  should  have  one  supported  employment  program. 

Day  Treatment  capacities  are  based  on  the  number  of  slots 
needsed  to  serve  the  client  population. 


EMPLOYMENT/SUPPORT  PROGRAM  CAPACITIES 

Community  Support 

Clubhouse 

Support 

Programs 

Measure 

:  Number  of  programs 

Number  of 

programs 

Recrion 

Current 

Model 

Current 

Model 

One 

1 

8 

1 

8 

Two 

1 

6 

2 

6 

Three 

2 

8 

4 

8 

Four 

0 

8 

6 

9 

Five 

:   2  ■ 

10 

3 

10 

Metr/ Boston  1 

4 

6 

4 

Supported 

Employment 

Day 

Treatment 

Measure: 

Number  of  programs 

Treatment  slots 

Reaion 

Current 

Model 

Current 

Model 

One 

9 

4 

125 

185 

Two 

5 

3 

180 

159 

Three 

2 

5 

211 

261 

Four 

11 

5 

208 

284 

Five 

4 

6 

76 

263 

Met/ Boston  2 

4 

157 

176 

In  order  to  develop  this  array  of  services  in  each  Area,  the 
Department  will  use  new  resources  or  re-deploy  existing 
resources.     Each  Area  will  present  a  plan  within  the  next  year 
designed  to  show  how  these  goals  will  be  accomplished. 
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Among  the  options  the  Department  is  exploring  to  generate 
additional  revenues  is  Medicaid  billing  for  rehabilitation 
services.     The  Department  is  currently  establishing  parameters 
for  the  types  of  rehabilitation  services  that  may  be  billed  to 
Medicaid.     In  this  process  we  are  examining  current  record 
keeping  practices  including  documentation  of  services  and 
verification  of  service  delivery. 


g.     Human  Resource  Issues 

Staffing  for  these  programs  presents  a  major  challenge. 
Professional  staff  with  experience  in  rehabilitation  and 
community  support  at  both  the  Master's  and  Bachelor's  level  are 
needed.     A  major  DMH  training  initiative  in  rehabilitation  is 
planned  for  the  coming  year.     This  training  will  be  conducted  by 
the  Boston  University  Center  for  Psychiatric  Rehabilitation  and 
the  University  of  California  Center  for  Psychiatric 
Rehabilitation.     Another  important  issue  will  be  recruiting  and 
training  consumers  to  develop  and  staff  self-help,  mutual  support 
and  other  programs. 


h.  Objectives 

During  the  coming  year  the  Department  plans  to  shift  its  focus  to 
employment  and  support.  The  following  objectives  are  designed  to 
meet  the  Department's  changing  needs  in  this  area: 

1.  Develop  minimum  standards  for  each  of  the  above 
programs . 

2 .  Every  DMH  catchment  Area  will  have  one  or  two  community 
support  clubhouses  with  transitional  employment 
depending  on  the  size  of  the  population  and  the 
geographic  distance. 

3 .  Each  DMH  catchment  Area  will  have  one  or  two  additional 
day  programs,  depending  on  the  size  of  the  population 
and  the  geographic  distance,  which  will  utilize  one  of 
the  above  models. 

4 .  Each  DMH  catchment  Area  will  have  one  supported 
employment  program. 

5.  Each  DMH  Area  will  have  a  short  term  day  treatment 
program  or  an  intensive  psycho-social  rehabilitation 
program. 
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4.     Residential  Services 

Persons  with  psychiatric  disabilities  need  a  stable  home  in  order 
to  survive  in  the  community.     The  Department  is  committed  to 
helping  all  priority  clients  find  and  maintain  a  stable  living 
situation. 

a.  Goal 

The  foundation  of  the  adult  services  model  is  the  availability  of 
a  range  of  community  residential  services  which  provide 
individuals  with  serious  mental  illness  with  the  support  needed 
to  remain  out  of  the  hospital.       The  Department  wants  to  move 
towards  providing  staff  support  and  rehabilitation  training  in 
the  residential  setting  of  choice  for  a  consumer.     The  Department 
plans  to  provide  three  different  levels  of  support  within  the 
Residential  Services  model  and  an  additional  flexible  model  that 
will  provide  services  for  clients  whose  need  for  support  changes. 


b.  Eligibility 

All  DMH  priority  clients  are  eligible  for  residential  services. 
The  homeless  mentally  ill  and  individuals  who  have  been  recently 
discharged  from  state  hospitals  have  first  priority. 


c.  Description 

The  Department  is  moving  towards  converting  some  of  the 
residences  listed  below  to  a  flexible  support  model,  a  different 
approach  to  delivering  support  to  clients  in  residences.  The 
goal  of  flexible  support  is  to  respond  to  residents  who  may  show 
more  rapid  improvement  without  having  to  dislodge  them  because  of 
their  success.     The  staffing  patterns,  organized  to  cover  more 
than  one  site  at  a  time,  may  change  throughout  the  year, 
depending  upon  the  needs  of  clients  as  described  in  other  models. 
Eventually,  the  Department  hopes  that  this  model  will  represent 
50  to  75%  of  residential  beds.     Following  are  the  current 
residential  options: 

High  Intensity 

These  programs  will  focus  on  functional  education  to  develop 
daily  living  skills  such  as  bathing,  cleaning,  and  cooking. 
This  model  will  provide  medication  monitoring  and  will 
provide  residential  services  to  some  medically  involved 
persons.     This  model  will  call  for  no  more  than  three 
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residents  per  staff  member  on  a  constant  basis.  This  type 
of  program  should  represent  2  5%  of  all  residential  beds  in 
each  DMH  Area. 


Moderate  Intensity 

These  programs  will  be  designed  for  residents  who  require 
structure  or  verbal  support  to  accomplish  daily  living 
skills,  but  do  not  require  one  to  one  attention  to 
accomplish  those  tasks.     Clients  are  capable  of  managing 
their  own  medication.     The  goal  of  this  model  is  to  engage 
clients  to  develop  their  own  internal  structure  and  control 
to  live  in  the  community.     The  model  calls  for  at  least  one 
staff  member  for  every  four  to  seven  residents  at  all  times. 
These  programs  should  represent  25%  of  each  Area's 
residential  beds. 


Low  Intensity 

This  model  focuses  on  fine  tuning  daily  living  skills  and 
social  skills  in  a  more  integrated  environment.  Residents 
of  such  programs  are  capable  of  handling  non-crises  issues 
for  a  day  or  two  until  a  scheduled  staff  visit.     While  staff 
are  not  present  24  hours  per  day,  staff  are  available  to 
intervene  in  a  crisis  at  anytime.     Staff  visits  include 
support  and  assistance,  and  consultation  with  landlords  and 
others  who  interact  with  consumers.     This  type  of  housing 
should  represent  50%  of  each  Area's  residential  beds. 


d.     Current  Status 

Housing  opportunities  currently  available  in  the  state  include 
16.3%  of  High  Intensity,   31.04%  of  Moderate  Intensity,  and  23.68% 
of  Low  Intensity.     The  remainder  fit  into  a  combination  of 
programming  that  reflects  the  flexible  model.     Individuals  who 
require  less  staff  support  than  the  above  models  receive  services 
through  case  management  or  aftercare.     Overall,  there  are  3,057 
units  on-line,  and  an  additional  1,243  in  development.     There  is 
a  clear  desire  to  move  away  from  the  system  that  forces  people 
out  of  their  housing  as  a  result  of  their  success,  and  toward  a 
model  of  rewarding  stability  with  security  in  housing. 
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e.     Model  Capacities 

The  residential  model  assumes  that  2  beds  per  1000  people  in  the 
general  population,  distributed  by  mental  health  needs,  will  be 
required.     The  capacities  generated  by  this  assumption  are  shown 
below. 


RESIDENTIAL  PROGRAM 

CAPACITIES 

Measure:  Beds 

Reaion 

Current  Capacity 

Model  Capacity 

One 

584 

1,232 

Two 

357 

892 

Three 

490 

1,574 

Four 

564 

1,736 

Five 

531 

1,571 

Metro 

Boston  531 

2,045 

Total 

3  ,  057 

9,050 

f .     Human  Resource  Issues 

The  human  resource  issues  are  pivotal  to  the  successful 
implementation  of  the  residential  models.     Each  level  of 
residential  support  requires  that  staff  have  the  knowledge  to 
teach  the  skills  to  clients.     The  Department  will  be  exploring 
the  role  of  consumers  as  staff  in  some  residential  program 
models.      The  human  resource  objectives  include:  increasing  the 
skill  level  and  minimizing  turnover  among  residential  staff, 
providing  more  positive  work  environment  for  employees,  aiding 
recruitment  efforts  of  the  providers. 


g.  Objectives 

The  development  of  residential  services  has  been  severely 
affected  by  recent  Departmental  budget  cuts.     The  Department  is 
seeking  to  develop  alternative  means  of  funding  for  residential 
programs.     The  following  steps  are  necessary  to  keep  the  DMH 
housing  agenda  on  track. 
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1.  An  internal  work  group  will  study  and  resolve  systemic 
roadblocks  for  achieving  the  flexible  support  model. 

2 .  The  amount  of  resources  available  for  new  housing  starts 
shall  be  clarified  and  planning  for  new  development  will 
begin. 

3 .  Reimbursement  for  residential  services  under  the 
Medicaid  Rehabilitation  option  will  be  explored. 

4.  The  Department  will  focus  on  identifying  resident  needs 
and  capacities  in  relation  to  housing. 

5.  The  role  of  consumers  to  assist  in  the  operation  of 
residential  services  will  be  explored. 
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5.     Outpatient  Services 

a.  Goals 

Outpatient  services  provide  critical  assessment  and  short-term 
psycho-therapy,   long  term  psychiatric  care,  medication  monitoring 
as  well  as  other  support  services. 

The  goals  of  Outpatient  Services  are  to: 

1.  Provide  timely  evaluation/assessment  and  treatment  to 
clients  who  are  experiencing  an  acute  or  long  term 
mental  health  disorder  who  may  be  at  risk  of 
hospitalization  and  for  whom  DMH  resources  may  be  used. 

2.  Reduce  the  incidence  of  hospitalization  by  assisting 
those  at  risk  for  hospitalization  in  the  provision  of 
needed  treatment  for  continued  community  living. 

3.  To  enhance  the  quality  of  life  and  well-being  of 
priority  clients  being  served  by  the  Department. 

b.  Eligibility 

Services  are  provided  to  clients  who  request  DMH  funded/ operated 
mental  health  services  directly,  by  referral  from  the  DMH  Area, 
or  through  a  referral  initiated  by  a  third  party.     These  services 
are  provided  through  Purchase  of  Service  Contract (s)  and/or 
Assigned  State  Employee  Contracts.     Priority  must  be  accorded  to 
clients  referred  by  the  DMH  Area  Office  and  in  accordance  with 
DMH  Policy  89-3. 


c.     Description  and  Function 

Outpatient  Services  include  the  following: 

Evaluation/Assessment  to  all  persons  requesting  services. 
The  Department  provides  up  to  four  sessions  to  determine  the 
individual's  need  for  mental  health  services. 

Short  Term  Outpatient  Mental  Health  Services 

These  services  are  provided  to  persons  experiencing  an  acute 
mental  health  disorder  who  are  in  need  of  medication  or 
outpatient  support.     An  acute  mental  health  disorder  is  defined 
as  a  diagnosable  mental  disorder  which  may  have  a  recent  onset  or 
may  be  an  exacerbation  of  an  ongoing  illness  and  which  requires 
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short  term  outpatient  intervention  to  prevent  long  term 
disability  or  psychiatric  hospitalization.     Services,  up  to  13 
sessions  beyond  evaluation/assessment  include  individual  therapy, 
family  therapy,  couples  therapy,  group  therapy  and  medication 
visits . 

Long  Term  Outpatient  Mental  Health  Services 

These  services  include  extended  clinical  intervention,  medication 
or  outpatient  support  services,  which  include  supportive 
counseling,  psycho-educational  groups,   family  consultation, 
outreach,   assistance  in  accessing  entitlements  and  self 
medication  management. 


d.     Current  Status 

Most  DMH  Outpatient  Services  are  provided  by  state  employees 
assigned  to  provider  agencies  or  through  contracts  to  these 
agencies . 


e.     Model  Capacities 

Capacities  for  the  outpatient  program  model  were  developed  by 
estimating  the  numbers  of  individuals  who  would  receive  these 
services,  and  the  number  of  sessions  they  would  receive. 


OUTPATIENT  PROGRAM  CAPACITIES 
Measure:     Number  of  sessions  per  year 


Region 


Current  Capacity* 


Model  Capacity 


One 

Two 

Three 

Four 

Five 


103,859 
62 , 174 
71,401 

154,849 
54,985 

106,042 


81,227 
60,992 
105,996 
121,009 
105,971 
122,987 


Metr/Boston 


Total 


553,310 


598,182 


*  Estimated  from  current  resources 
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f.     Objectives  for  FY  90 

This  model  for  outpatient  services  is  relatively  new.     As  a 
result,  objectives  for  this  year  will  focus  on  determining  and 
documenting  how  existing  outpatient  programs  are  in  compliance 
with  the  model,  and  moving  programs  into  full  compliance. 
Objectives  include: 

1.  Documentation  of  numbers,  types,  and  dispositions  of  clients 
served. 

2 .  Monitor  standards  for  Outpatient  Mental  Health  Services 
through  the  contracting  process. 

3.  Completion  of  the  Outpatient  Services  model. 

4.  Follow-up  by  Area  Office  Quality  Assurance  to  ensure 
adherence  to  the  service  model. 


6.     Consumer  Support 

a  Goal 

Consumer  support  activities  provide  supportive  and  educational 
services  to  people  who  have  long  term  mental  illnesses.  These 
services  are  designed  to  enable  consumers  to:     live  independently 
in  the  community;  to  promote  primary  consumer  involvement  in  the 
development  of  mental  health  policy  and  the  provision  and 
evaluation  of  mental  health  services  and  to;  promote  the  concept 
within  the  mental  health  system  that  consumer  choice  should  drive 
the  system  and  the  services  that  consumers  receive. 

The  goals  of  consumer  support  activities  are  to  assist  primary 
consumers  in  their  efforts  to  develop  the  necessary  skills  to 
live  successfully  in  the  community,  to  gain  employment  and  to 
establish  a  network  of  social  supports.     The  consumer  support 
activities  focus  on  the  development  of  the  leadership  and  peer 
support  skills  of  primary  consumers.     The  Department  also  has  a 
goal  to  involve  more  consumers  in  program  planning  as  well  as  in 
positions  within  the  DMH  workforce. 
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b.  Description 

The  following  services  and  activities  are  currently  being 
provided. 

Independent  Living  Demonstration  Project 

Independent  Living  Centers  are  federally  mandated  to  serve  people 
with  physical  as  well  as  psychiatric  disabilities.     However,  most 
of  these  centers  have  not  focused  on  the  latter  population.  In 
1987,  the  Community  Support  staff  of  the  Department  conducted  a 
statewide  study  to  assist  Independent  Living  Centers  in  meeting 
their  federal  mandate  to  provide  independent  living  services  to 
of  people  with  psychiatric  disabilities.     In  1988,  the  Department 
funded  one  Independent  Living  Center  (ILC)   as  a  pilot  for  future 
ILCs  in  Massachusetts. 

The  Independent  Living  Demonstration  Project  provides  a  forum  for 
primary  consumers  to  develop  leadership  skills.     The  skills  are 
developed  as  consumers  participate  in  activities  aimed  at: 
training  mental  health  practitioners  to  act  more  empowering 
towards  their  clients;  educating  the  community  about  the  stigma 
of  mental  illness;  and  providing  peer  support  to  other  consumers. 
The  peer  support  activities  include  organizing  peer 
discussion/ support  groups  around  such  topics  as  medication 
support  groups  and  eliminating  the  internalized  stigma  that  many 
consumers  feel.  In  addition  to  discussion/support  groups,  the 
project  holds  consumer  conferences. 

The  Independent  Living  Project  is  based  in  a  center  that  is  run 
by  and  for  people  who  have  disabilities.     The  cross-disability 
base  provides  consumers  who  have  psychiatric  disabilities  the 
opportunity  to  work,  socialize,  learn  from  and  support  consumers 
who  have  physical  disabilities. 


M*POWER  (Massachusetts  People/Patients  Organized  for  Wellness 
Empowerment  and  Rights) 

M*POWER  is  a  statewide  organization  of  primary  consumers  who  are 
working  to  address  the  stigma  of  mental  illness.    Within  the 
anti-stigma  campaign  that  M*POWER  has  organized,  consumers  learn 
how  to  chair  meetings;  speak  in  public;  give  presentations  at 
workshops;  do  effective  outreach  to  other  consumers;  develop 
effective  strategies  to  address  stigma,  provide  peer  support, 
work  cooperatively  as  a  member  of  a  decision  making  group, 
participate  in  policy  making  activities  and  negotiate  with  public 
officials. 
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Ruby  Rogers  Drop-In  and  Advocacy  Center 

The  Ruby  Rogers  Center  is  a  self-help  drop-in  center  run  entirely 
by  primary  consumers.     As  staff  members,  consumers  learn  how  to 
handle  the  agencies  finances,  deal  with  hiring,   firing  and 
staffing  issues,  and  how  to  support  their  peers  in  times  of 
crisis  and  on  a  day  to  day  basis.       The  Center  also  provides 
advocacy  and  information  for  consumers  and  former  psychiatric 
patients. 


Statewide  Consumer  Preference  Survey 

The  statewide  consumer  preference  survey  is  designed  to  give  the 
Massachusetts  Department  of  Mental  health  information  about  what 
primary  consumers  and  their  families  want  in  the  way  of  services 
and  supports.  The  survey  was  prepared  by  a  committee  of  primary 
consumers,  family  members  and  mental  health  practitioners  with 
the  support  of  an  NIMH  Community  Support  Grant. 

In  the  course  of  the  survey  five  hundred  primary  consumers  will 
receive  face  to  face  interviews.     The  interviewers  will  be 
primary  consumers  who  will  be  hired  and  trained  to  conduct  the 
interviews.     The  information  will  be  used  to  highlight  consumer 
choice  in  the  development  of  mental  health  services. 

c.       Current  Status 

The  Independent  Living  Project  has  held  eleven  training  for  staff 
members  who  work  in  inpatient  settings  and  community  programs. 
In  addition  to  these  training  sessions,  the  project  is  providing 
on-going  training  for  the  Renaissance  Clubhouse  program  in  Lowell 
Massachusetts.     The  Project  is  currently  training  a  group  of 
consumers  who  will  participate  in  leading  future  training 
sessions.     The  Project  has  held  one  consumer  conference  that  65 
primary  consumers  attended.     Three  support  groups  were  formed  out 
of  the  conference  and  the  pre-conference  outreach  efforts. 

M*POWER  has  organized  two  local  chapters.     The  Lowell  chapter  has 
36  active  members  and  the  Boston  chapter  has  28  active  members. 
Both  chapters  are  actively  engaging  in  anti-stigma  activities, 
including  addressing  stigmatizing  descriptions  of  people  with 
mental  illness  in  the  media,  educating  the  community  towards 
paving  the  way  for  community  housing  for  people  who  have  mental 
illness  and  addressing  discrimination  in  restaurants. 
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The  Ruby  Rogers  Drop-In  and  Advocacy  Center  provides  on-going 
support  and  advocacy  to  current  and  former  clients  of  the  mental 
health  system. 

The  statewide  consumer  preference  survey  in  the  process  of 
finalizing  the  survey  instrument  that  will  be  used.     The  Human 
subjects  review  board  has  given  preliminary  approval  for  the 
instrument.     The  committee  is  in  the  process  of  hiring  consumers 
to  conduct  the  interviews  which  will  take  place  in  November  and 
December,  1989. 

e.  Objectives 

The  Objectives  for  consumer  support  activities  this  year  focus  on 
continuing  to  assist  in  the  development  of  consumer  leadership  in 
Massachusetts,   supporting  the  consumer  and  former  patient  efforts 
to  address  the  stigma  and  elevating  the  significance  given  to 
consumer  preferences  in  the  development  and  provision  of  mental 
health  services. 

1.  Increase  the  number  of  people  who  are  active  in  the 
anti-stigma  activities  through  aggressive  outreach  and 
educational  efforts. 

2 .  Increase  the  number  of  consumers  who  are  active  in  the 
efforts  to  sensitize  and  train  mental  health  program  staff 
towards  acting  in  more  empowering  ways  towards  their 
clients. 

3.  Continue  to  provide  ongoing  support  and  assistance  to 
the  consumer  discussion/ support  groups  and  organize 
additional  groups  in  neighboring  geographic  areas. 

4.  Pilot  social  clubs  and  community  residences  that  are 
entirely  staffed  by  primary  consumers. 

5.  Promote  the  hiring  of  primary  consumers  within  the 
mental  health  service  delivery  system. 

6.  Promote  the  concept  that  consumer  choice  should  drive 
the  mental  health  system  and  the  services  that  consumers 
receive. 

7.  Establish  a  consumer  advisory  board  to  assist  the 
Department  in  addressing  issues  of  client  dignity. 
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7.     Family  Support 

a.  Goal 

Family  Support  Programs  provide  supportive  and  educational 
services  to  the  families  of  the  long  term  and  seriously  mentally 
ill.     These  services  are  designed  to  reduce  the  stigma  related  to 
mental  illness  and  to  recognize  families  as  a  vital  link  in  the 
continuum  of  care  for  people  with  a  mental  illness.     The  goals  of 
Family  Support  services  are  to  enable  families  to  better  care  for 
themselves  and  their  mentally  ill  family  member,  promote  the  view 
of  families  as  caregivers  and  reactors  rather  than  as  causal 
agents  for  their  family  member's  illness  and  encourage  improved 
communication  between  families  and  mental  health  providers. 

b.  Description 

The  following  services  are  currently  being  provided  in  12 
demonstration  projects: 

♦  Respite  services  to  give  families  time  out  from  the  daily 
care  of  their  relative.     These  services  are  offered  on  a 
planned  basis  and  vary  in  duration  from  a  few  hours  to  a 
week. 

♦  Self -help/peer  support  groups  for  adults  and  children  to 
share  feelings  and  practical  ideas  for  living  with  a 
mentally  ill  relative. 

♦  Educational  groups  as  well  as  workshops  or  conferences  for 
families,  professionals  and  the  public  on  mental  illness, 
mental  health  and  social  services,  legal  and  financial 
issues. 

♦  Companion  programs  which  match  the  mentally  ill  relative 
with  an  unpaid  volunteer  to  provide  families  with  time  out 
from  the  daily  care  of  their  relative. 

♦  Outreach  services  which  provide  families  access  to  family 
support  staff  during  crisis  situations.     Access  is  available 
either  by  home  and  office  visits  or  by  phone. 

♦  Information  and  referral  for  families  unfamiliar  with  the 
social  service  system. 

♦  Technical  assistance  to  family  groups  on  leadership, 
membership  development,  publicity  and  program  ideas. 
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♦  Library  of  mental  health  information.     Some  programs  are 
providing  copies  of  non-technical  literature/videos  as  a 
means  for  families  to  better  understand  and  cope  with  their 
relative's  mental  illness.     Some  programs  are  developing 
original  written  or  video  taped  materials  for  families 
and/or  providers. 

Each  program  differs  somewhat  in  the  configuration  of  services 
but  all  offer  a  wide  array  of  services  that  focus  on  the  needs  of 
families  who  care  for  a  mentally  ill  relative. 

c.  Current  Status 

Due  to  current  budget  constraints  there  are  no  plans  to  increase 
family  support  services  beyond  the  existing  12  programs  during 
this  fiscal  year. 

d.  Model  Capacities 

Each  Area  will  have  a  family  support  program. 


FAMILY  SUPPORT  PROGRAM  CAPACITIES 
Measure:     Number  of  programs 


Region  Current  Capacity        Model  Capacity 


One  2  4 

Two  2  3 

Three  2  5 

Four  3  5 

Five  1  6 

Metr/Boston  2  4 


Total  12  27 


e.  Objectives 

Family  support  services  were  negatively  impacted  by  the  current 
year  budget  cuts  and  are  not  expected  in  increase  over  the  year. 
The  objectives  for  this  year  focus  on  increasing  the  integrity 
and  visibility  of  the  current  programs: 

1.       Improve  the  quality  of  existing  services. 
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2.       Explore,  with  each  DMH  Area,  the  possibility  of 

redeploying  staff  to  serve  a  family  support  function. 


8.     Inpatient  Services 

a.  Goal 

The  availability  of  quality  psychiatric  inpatient  services  that 
provide  short-term  acute,  extended  care,  and  specialty  care  is 
fundamental  to  a  comprehensive  mental  health  service  delivery 
system.     The  Department's  goal  is  to  provide  effective  and 
appropriate  inpatient  services  for  persons  who  experience  acute 
episodes  of  their  illness,  or  have  demonstrated  a  danger  to 
themselves  or  others,  and  then  to  return  the  individual  to  the 
highest  level  of  functioning  in  the  community.  Department 
inpatient  services  for  adults  are  provided  in  seven  state 
hospitals  and  eight  community  mental  health  centers. 


b.     Description  and  Function 

To  provide  patients  with  the  most  effective  services,  a 
comprehensive  treatment  plan  is  developed  based  on  a  complete 
diagnostic  evaluation  integrating  Medicine,  Psychiatry, 
Psychology,  Social  Work,  Nursing  and  Rehabilitation.     The  goal  is 
to  provide  a  short  inpatient  stay  that  stabilizes  the  patient  and 
allows  him/her  to  return  to  an  individually  coordinated  plan  of 
rehabilitative,  support  and  vocational  services  in  the  community. 
A  major  function  of  the  inpatient  stay  is  to  provide  psychiatric 
monitoring  of  a  clients'  medication  and  symptoms.     An  important 
component  of  an  inpatient  stay  is  the  discharge  planning  to  link 
the  client  to  the  appropriate  services  in  the  community. 

The  Hospital  Management  Division  has  made  a  concerted  effort  to 
reconfigure  inpatient  units  to  a  model  based  on  function.  The 
following  overview  provides  a  description  of  that  model. 

Acute/Admissions 

These  units  are  designed  and  staffed  to  provide  treatment  to 
individuals  in  an  acute  phase  of  a  serious  mental  illness. 
Length  of  stay  is  expected  to  be  90  days  or  less.     The  principal 
clinical  interventions  include  crisis  management  and 
stabilization,  medication  adjustment,  individual  and  group 
therapy. 


61 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


Extended  Care 

The  extended  care  units  are  designed  to  provide  hospital  care  to 
individuals  who  require  a  hospital  stay  of  more  than  9  0  days  or 
who  require  less  intensive  but  longer  term  therapeutic 
intervention.     Treatment  is  focused  on  helping  the  individual 
cope  with  his/her  mental  illness  and  rehabilitation  programs 
develop  skills  in  personal  hygiene,   social  interaction,  leisure 
time  and  vocational  readiness.     The  goal  for  these  units  is  to 
assist  the  patient  in  reaching  a  level  of  functioning  that  will 
allow  him/her  to  return  to  a  more  independent  setting  in  the 
community.     Many  of  the  patients  from  these  units  will 
participate  in  transitional  on-campus  housing  programs  or  in  DMH 
funded  residential  services. 

Intensive 

Each  state  hospital  will  have  a  secure  intensive  care  capacity 
for  patients  whose  illness  manifests  itself  in  unpredictable  or 
violent  behavior.     Staff  in  these  units  are  specially  trained  to 
prevent  or  manage  instances  of  violence  and  respond  to  the  needs 
of  patients  with  histories  of  serious  assaultive  behavior. 


Specialized  Inpatient  Services 

In  addition  to  these  basic  inpatient  services,  the  model  also 
provides  for  a  range  of  populations  with  needs  for  specialized 
inpatient  care  and  treatment. 

Deaf 

A  10  bed  unit  at  Westboro  State  Hospital  provides  evaluation, 
stabilization  and  treatment  for  deaf  individuals  in  an  acute 
phase  of  their  illness.     The  specialized  milieu,  created  by  staff 
fluent  in  American  Sign  Language  and  knowledgeable  about  deaf 
culture,  provides  an  important  service  for  deaf  individuals  who 
require  acute  psychiatric  inpatient  service. 


Mentally  Retarded/Mentally  111 

Although  the  new  Department  of  Mental  Retardation  has  primary 
care  responsibility  for  persons  with  mental  retardation,  DMH 
maintains  a  capacity  to  provide  acute  psychiatric  inpatient 
services  for  those  individuals  who  need  psychiatric  inpatient 
care. 
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At  the  present  time  there  are  approximately  2  00  mentally  retarded 
persons  on  DMH  inpatient  units,  many  of  whom  no  longer  require 
psychiatric  inpatient  services.     DMH  is  actively  working  with  DMR 
to  find  more  appropriate  placements  for  these  individuals. 

Medically  Involved  Persons 

Persons  who  are  on  DMH  inpatient  units  who  have  a  need  for 
chronic  disease  or  rehabilitation  hospital,  skilled  or 
intermediate  level  of  nursing  care  are  identified  as  medically 
involved  individuals.     The  Department  needs  to  maintain  a 
capacity  to  provide  services  to  those  individuals  who  need  acute 
psychiatric  inpatient  care  and  may  have  a  skilled  or  intermediate 
level  of  nursing  care  need.     The  goal  of  services  for  these 
individuals  is  to  stabilize  their  psychiatric  condition  so  that 
they  may  be  placed  in  a  more  appropriate  setting. 

At  the  present  time  there  are  approximately  3  00  medically 
involved  individuals  on  DMH  inpatient  units.     Some  of  these 
individuals  do  not  have  a  serious  mental  illness  and  many  no 
longer  require  inpatient  services.     The  Department  has  been 
actively  working  with  the  Department  of  Public  Health  and  private 
sector  hospitals  to  develop  more  appropriate  placement 
alternatives. 

Geriatric 

Elder  persons  have  specialized  evaluation  and  diagnostic  needs  to 
ensure  that  symptoms  which  appear  to  be  caused  by  mental  illness 
are  not  in  fact  physiological  in  origin.     In  addition,  those 
elder  persons  who  do  need  acute  psychiatric  inpatient  service  are 
often  the  most  vulnerable  patients  and  may  need  specialized  care. 
The  Department  is  committed  to  providing  acute  psychiatric 
inpatient  services  for  those  geriatric  citizens  with  a  serious 
mental  illness  in  a  safe  and  secure  setting  and  to  facilitate 
placement  in  an  appropriate  alternative  once  the  need  for 
psychiatric  inpatient  care  has  passed. 

Substance  Abuse 

The  Department  will  develop  specialized  programming  for  patients 
with  a  dual  diagnosis  of  mental  illness  and  substance  abuse. 
Treatment  will  focus  on  relapse  prevention  and  self-help 
programs . 
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Clozapine  Monitoring 

Clozapine,  a  new  anti-psychotic  medication  that  has  proven  to  be 
effective  among  mentally  ill  individuals  who  have  not  responded 
to  other  medications,  will  be  available  to  DMH  in  the  Spring. 
This  complex  drug  will  require  close  patient  monitoring.  The 
Department  has  established  a  task  force  to  develop  a  plan  for  a 
centralized  consultation  system,  based  on  psycho-pharmacological 
review.     The  medication  will  first  be  prescribed  to  clients  in 
inpatient  care  and  then  continued  through  outpatient  care. 


d.  Current  Status 

The  DMH  hospital  and  community  mental  health  centers  operate  an 
array  of  inpatient  units  and  specialty  units.     As  noted 
previously  in  this  document  significant  effort  has  been  directed 
to  improving  inpatient  services  in  this  state.     New  resources 
have  increased  the  availability  of  staff,  new  admissions  criteria 
ensure  that  appropriate  individuals  are  served  and  a  centralized 
management  structure  enhances  accountability.     The  Capital  Plan 
has  provided  a  planning  process  to  establish  capacities  for  the 
various  types  of  inpatient  services.     The  next  phase  of  the 
Capital  Plan  will  be  renovation  and  upgrading  of  the  physical 
environments  of  the  state  hospitals  and  community  mental  health 
centers . 

e.  Model  Capacities 

Planning  the  inpatient  bed  capacity  has  been  an  ongoing  process 
in  the  Department  since  1987,  when  the  Legislature  appropriated 
$340  million  in  capital  funds,  over  a  five  year  period,  to 
renovate  inpatient  services  and  expand  housing  capacity.  The 
Capital  Outlay  Act  led  to  the  formation  of  a  Capital  Planning 
Group  composed  of  staff  from  several  state  agencies,  citizens  and 
consumers . 

The  projected  bed  capacity  for  the  inpatient  system  is  under 
ongoing  review  and  evaluation.     The  original  Capital  Plan 
projected  2,315  adult  inpatient  beds  statewide. 

In  part,  due  to  substantial  budget  constraints,  and  because  of  a 
commitment  to  reduce  inpatient  utilization,  long  range  plans  to 
reduce  the  number  of  beds  are  being  discussed.     These  discussions 
envision  a  small  but  very  high  quality  inpatient  system  which 
provides  .2  beds  per  1,000  adult  population  (about  900  beds 
statewide) .     These  inpatient  beds  will  be  fully  integrated  into  a 
comprehensive  system  of  mental  health  care. 
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The  determination  of  final  numbers  of  inpatient  beds  and  the 
implementation  steps  for  the  remaining  years  of  the  Capital  Plan, 
are  the  responsibility  of  the  Capital  Planning  Group  and  will  be 
coordinated  with  the  Planning  Committee.     Inpatient  capacities 
are  included  here  as  developed  by  the  Capital  Planning  Process. 


INPATIENT  MODEL 

CAPACITIES 

Measure : 

Beds 

Acute 

Inpatient 

Other  Inpatient 

Reaion 

Current  Model* 

Current 

Model* 

One 

58 

115 

112 

218 

Two 

102 

90 

216 

171 

Three 

81 

144 

323 

273 

Four 

180 

136 

605 

257 

Five 

90 

149 

301 

282 

Met/Boston  141 

165 

282 

313 

Total 

652 

800 

1,839 

1,515 

*  Under  ongoing  review  and  modification 


f.     Human  Resource  Issues 

The  utilization,  recruitment,  and  retention  of  staff  in  the  state 
hospitals  and  community  mental  health  centers  remains  a  major 
management  concern.     High  turnover  rates  are  prevalent  among 
direct  care  service  workers.     Additionally,  the  national  nurses 
shortage  has  exacerbated  the  Department's  ability  to  recruit  and 
retain  licensed  nurses.     To  address  this  issue,  the  Division  of 
Hospital  Management  in  conjunction  with  the  Division  of  Human 
Resources  has  initiated  a  multi-faceted  strategy  to  reduce 
turnover,  improve  recruitment,  and  intensify  inservice  training 
for  direct  care  staff.     The  efforts  include: 

♦  the  implementation  of  measures  to  decrease  the  usage 
and  cost  of  mandatory  overtime  for  staff; 

♦  the  development  of  a  Department -wide  recruitment 
strategy  for  nurses  and  professionals; 
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♦  the  development  of  a  standardized  inservice  orientation 
and  core  hospital  training  curriculum; 

♦  and  the  initiation  of  an  industrial  accident 
containment  program. 

In  addition,  the  Department  will  continue  to  forge  collaborations 
with  institutions  of  higher  education.     Currently,  there  are 
several  programs  that  address  the  basic  concerns  of  literacy  and 
remedial  academic  skills  for  direct  service  workers.     Planning  is 
underway  to  standardize  and  rejuvenate  training  in  the  areas  of 
preventing  and  managing  occurrences  of  patient  violence  and  basic 
fire  safety. 


g.  Objectives 

The  goals  for  inpatient  services  are  to  continue  efforts  directed 
to  the  provision  of  quality  treatment  for  those  seriously 
mentally  ill  adults  who  require  acute,  extended  or  specialized 
inpatient  care. 

1.  Work  with  other  state  agencies  (DMR,  DPH,  etc.)  and 
community  hospitals  to  find  alternatives  for  persons  who  are 
inappropriately  placed  on  DMH  inpatient  units. 

2.  Maximize  revenue  through  certification  of  inpatient  units  to 
capture  third-party  reimbursement. 

3 .  Implement  Capital  Plan 

4.  Develop  and  refine  rehabilitation  programs  for  inpatient 
facilities. 

5.  Develop  a  psycho-pharmacological  plan  for  dispensing  new, 
complex  medications,  particularly  Clozapine. 

6.  Develop  500  general  hospital  beds,  fully  accessible  by  the 
Department.     (See  next  section) 


h.     Role  of  Community  General  Hospitals 

The  Department's  need  for  additional  acute  inpatient  psychiatric 
beds  occurs  at  a  time  when  community  general  hospitals  are 
experiencing  decreased  medical/surgical  utilization.  The 
Commonwealth  of  Massachusetts  has  recognized  this  discrepancy, 
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and  has  developed  specific  guidelines  for  the  conversion  of  beds 
from  medical/surgical  to  psychiatric. 

The  goal  of  DMH  affiliation  with  community  general  hospitals  is 
to  provide  access  to  acute  voluntary  and  involuntary  psychiatric 
inpatient  care  within  the  patient's  community.     Although  the  DMH 
inpatient  facilities  are  dispersed  throughout  the  state,  patients 
are  often  hospitalized  far  from  home.     Further,  community 
hospitals  offer  the  additional  benefit  of  JCAHO  accreditation  and 
HCFA  certification,  both  considered  measures  of  quality  care. 

The  need  for  additional  inpatient  beds  varies  from  Area  to  Area, 
as  does  the  local  community  hospital's  ability  and  willingness  to 
work  with  DMH  to  convert  or  develop  beds.     Because  of  these 
variations,  the  relationship  between  DMH  and  community  hospitals 
may  take  several  forms.     One  model  is  simply  a  written, 
enforceable  affiliation  agreement  which  guarantees  DMH  access  to 
a  percentage  of  beds.     On  the  other  end  of  the  spectrum  is  a  unit 
in  a  community  hospital  where  DMH  provides  staff  and  underwrites 
the  operating  costs. 

The  Department  presently  has  affiliations  with  approximately  24 
community  hospitals.     There  are  an  additional  10-12  affiliations 
in  process.     Currently,  there  are  almost  200  beds  on-line  and  an 
additional  300  have  been  approved  for  development.     The  ultimate 
goal  is  500  community  hospital  inpatient  beds,   fully  accessible 
by  DMH. 


9.     Forensic  Mental  Health 

a.  Goal 

Forensic  mental  health  services  have  been  further  developed  over 
the  past  three  years  as  an  important  component  of  the 
comprehensive  service  delivery  system.     These  specialized 
services  are  directed  to  both  adolescents  and  adults.     The  goal 
of  the  forensic  mental  health  system  is  to  respond  to  the  special 
needs  of  mentally  ill  persons  who  come  to  the  attention  of  the 
criminal  justice  system.     Forensic  mental  health  services  should 
be  linked  with  other  parts  of  the  DMH  service  system  especially 
case  management  and  emergency  services  as  well  as  integrated 
effectively  with  other  agencies  that  come  in  contact  with 
mentally  ill  clients  including  the  Department  of  Correction, 
Youth  Services,  Probation  and  Parole  Board.     Court -based  forensic 
mental  health  services  bridge  the  gap  between  the  mental  health 
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system  and  the  justice  systems  that  have  been  confronted  with 
increasing  numbers  of  persons  with  serious  emotional  disorders. 

b.     Description  and  Status 

The  forensic  mental  health  system  model  includes  the  following 
components. 

Court  Clinics/Forensic  Mental  Health  Teams 

Forensic  Mental  Health  Teams  have  been  established  in  each 
Region  and  are  responsible  for  serving  several  courts, 
including  juvenile  courts  in  a  geographic  area.  These 
groups  of  mental  health  professionals  carry  out  the 
following  functions: 

♦  Conduct  court-ordered  evaluations  with  persons  whom  the 
court  considers  to  have  a  mental  illness  or  emotional 
problem; 

♦  Link  those  persons  who  come  before  the  court  and  are 
assessed  as  mentally  ill  with  the  mental  health  services 
that  they  need; 

♦  Consult  with  court,  criminal  justice,  and  correctional 
staff  about  persons  with  mental  and  emotional  disorders  who 
come  to  court  attention; 

♦  Advise,  supervise,  and  work  with  facility-based  and 
community-based  mental  health  staff  as  they  treat  and  help 
court-involved  persons  with  mental  health  problems. 

Evaluation  services  are  available  at  90%  of  the  District, 
Municipal,  Juvenile  and  Superior  Courts  in  the  state.  The 
Department  also  provides  certification  and  training  for 
forensic  psychologists  and  forensic  psychiatrists  to  conduct 
court-ordered  assessments  as  part  of  its  career  ladder 
training. 


Outpatient  Forensic  Evaluations 

Forensic  mental  health  professionals  perform  a  variety  of 
court-ordered  evaluations  including  competence  to  stand 
trial  and  criminal  responsibility  evaluations.  These 
assessments  are  requested  for  defendants  who  are  seen  to 
present  questions  of  competence  or  responsibility  because  of 
mental  health  problems,  but  who  do  not  appear  to  need 
inpatient  hospitalization.     In  a  number  of  District  and 
Superior  Courts,   forensic  mental  health  staff  are  asked  to 
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conduct  "aid  to  sentencing"  evaluations  for  persons 
convicted  who  appear  to  have  mental  health  problems. 

In  addition,  a  range  of  forensic  evaluation  services  are 
provided  for  children  and  adolescents  who  come  before 
Juvenile  Courts  and  District  Courts  sitting  in  Juvenile 
session.     These  evaluations  include  competence  to  stand 
trial  evaluations,  evaluations  of  children  in  need  of 
services  (CHINS) ,  pre-sentence  delinquency  evaluations, 
clinical  evaluations  of  youths  being  considered  for  transfer 
to  adult  courts,  and  occasionally,  care  and  protection 
cases . 


Inpatient  Forensic  Services 

The  Department  also  provides  court-ordered  forensic 
evaluations  and  observations  in  all  of  its  inpatient 
facilities.        However,   for  patients  who  require  more 
containment  and  security  than  a  typical  inpatient  unit  can 
provide,  a  forensic  model  has  been  developed.     This  model 
provides  the  following  services:     competency  to  stand  trial 
or  criminal  responsibility  evaluations,  aid  in  sentencing 
evaluations,  and  examination  and  observation  of  a  person  who 
has  been  found  incompetent  to  stand  trial  or  not  guilty  by 
reason  of  mental  illness.     It  is  expected  that  two  forensic 
units  will  be  operational  by  the  end  of  FY  '90.  Presently 
one  is  operational  at  Taunton  State  Hospital,  serving  the 
eastern  part  of  the  state. 


Services  at  Massachusetts  Correctional  Institute  in 
Framinaham 

The  Department  also  provides  forensic  mental  health  services 
at  MCI  Framingham  for  Women,  a  state  correctional  institute 
that  also  serves  as  a  county  house  of  correction  for  women 
awaiting  trail.     Services  include  mental  health  status 
assessments,  crisis  intervention,  case  management, 
individual  therapy,  liaison  with  court  clinics,  transfers  to 
mental  health  facilities,  and  post-release  planning. 


County  Correctional  Facilities 

Consultation  and  services  to  the  county  correctional  system 
have  become  a  priority  for  the  Division  of  Forensic  Mental 
Health.     The  model  is  based  on  a  community  mental  health 
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model  of  service  delivery  which  would  draw  largely  from 
court  clinic  and  community  resources  to  retain  or 
reintegrate  the  mentally  ill  offender  into  the  community. 

The  framework  for  county  correctional  mental  health  that 
underlies  the  Division's  efforts  includes  the  development  of 
the  following  services:  screening,  assessment  and  triage; 
crisis  intervention;  crisis  residence;  outpatient  services; 
inpatient  referral;  community  planning  and  liaison;  and 
training. 

These  services  are  in  place  in  certain  counties,  but  they 
are  not  state-wide.     Gaps  in  these  services  can  be 
attributed  to  lack  of  resources  as  well  as  a  lack  of  system 
coordination.     Specifically,  there  are  a  lack  of  residential 
options  —  in  the  mental  health,  corrections,  and  parole 
systems  —  for  the  mentally  ill  offender.     Greater  attention 
needs  to  be  focused  upon  cross  agency  training  and  policy 
agreements,  development  of  a  data  base  to  allow  information 
to  flow  from  court  clinics  to  correctional  settings,  from 
correctional  facilities  to  inpatient  units,  and  from 
correctional  and  hospital  settings  to  community  programs. 
In  addition,  the  Department  will  focus  on  the  development  of 
crisis  and  outpatient  services  to  Houses  of  Correction  that 
do  not  currently  have  these  services. 


c.     Human  Resource  Issues 

In  order  to  effectively  serve  this  population,  a  significant 
effort  should  be  made  to  train  forensic  mental  health  staff  and 
other  DMH  staff  in  observing,  assessing,  managing,  and  treating 
patients  who  present  a  significant  danger  to  themselves  or  others 
and/or  come  to  the  attention  of  the  criminal  courts.  The 
Department  is  developing  career  ladders  for  forensic  mental 
health  staff  that  promote  service,  teaching,  and  research,  and 
that  provide  incentives  for  skilled  staff  to  continue  to  work 
with  patients  who  may  be  difficult  to  assess  and  treat. 


d.  Objectives 

Forensic  mental  health  services  were  severely  underfunded  in  the 
FY  '90  budget.     Therefore,  the  goals  for  the  next  year  include: 

1.       Conduct  high  quality  court-ordered  evaluations  to  aid 

mentally  ill  persons  who  have  come  to  the  attention  of  the 
courts  to  access  mental  health  services. 
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2.       Work  with  county  correction  facilities  to  prevent  suicides 
by  assessing  mental  health  status  of  inmates,  providing 
short-term  treatment,  and  helping  mentally  ill  persons  in 
county  correctional  facilities  to  access  mental  health 
services . 


Implementing  the  Adult  Model 

The  adult  system  model  proposed  in  this  section  reflects  the 
Department's  commitment  to  addressing  the  treatment  and 
rehabilitation  needs  of  serious  or  long  term  mentally  ill  adults. 
During  this  year,  the  model  will  be  refined  through  the  Planning 
Committee  and  its  subcommittees  with  substantial  input  from  the 
Department  and  mental  health  providers.     The  following  goals 
summarize  the  focus  of  efforts  during  this  year. 

♦  Expand  and  enhance  rehabilitation  services  and  technology 

This  will  be  addressed  by  developing  a  rehabilitation 
services  vision  statement,  program/ service  definitions  and 
rehabilitation  service  model  standards  and  providing 
training  to  DMH  direct  and  contracted  service  providers. 

♦  Plan  to  reduce  adult  inpatient  utilization  in  DMH 
inpatient  facilities 

This  goal  will  be  addressed  by  continuing  to  improve  the 
effectiveness  of  pre-screening  and  diversion  activities,  as 
well  as  case  management,  residential  and  community  support 
initiatives.     In  addition,  significant  effort  will  be 
directed  to  reduce  the  census  of  inappropriate  admissions. 

♦  Improve  the  quality  of  DMH  programs 

Implementation  of  the  state-wide  quality  assurance  program, 
a  mutual  Area/facility  utilization  review  process  and  the 
Inpatient  Policy  Committee  will  foster  progress  in  this 
area.     Continued  support  of  the  Citizen  Monitoring  Program 
will  also  enhance  the  Department's  capacity  to  provide 
quality  programs. 

♦  Increase  revenue  ^ 

During  this  period  of  significant  budget  constraint,  the 
Department's  capacity  to  generate  revenue  is  critical. 
Activities  in  this  area  will  include  continuation  of  billing 
for  case  management  services,  development  of  the 
Rehabilitation  Option  for  Medicaid,  and  implementation  of 
charge-based  billing  in  inpatient  facilities. 
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C.      CHILD/ADOLESCENT  SERVICE  SYSTEM 

The  next  section,   outlining  the  child/adolescent  model,  is 
structured  slightly  differently  than  the  adult  section. 
Following  the  programmatic  descriptions  of  the  components,   is  a 
section  that  explains  the  assumptions  and  capacities  of  all  the 
components. 

Overview 

The  model  for  the  child/adolescent  system  seeks  to  provide  a 
comprehensive  culturally  competent  continuum  of  mental  health 
services  to  persons  under  age  19  who  are  seriously  emotionally 
disturbed  (SED)   or  seriously  mentally  ill.  The  term  "serious 
emotional  disturbance"  is  nationally  recognized  and  encompasses 
children  with  serious  mental  illness.     Throughout  this  model, 
references  to  "children  and  adolescents  with  serious  emotional 
disturbance"  will  include  those  with  serious  mental  illness.  The 
service  system  recognizes  that  a  single  child  may  have  multiple 
needs  at  any  one  time,  and  that  a  child's  needs  may  change  over 
time.     A  major  emphasis  in  the  child/adolescent  system  is  to 
provide  services  within  a  child's  community  whenever  possible. 
This  approach  promotes  family  preservation  and  involvement  in  the 
child's  treatment,     enhances  access  to  services  which  are 
clinically  and  culturally  appropriate  to  the  child,  and 
facilitates  linkage  to  other  support  systems. 

Although  the  Department's  direct  services  are  focused  on  mental 
health,   it  is  understood  that  the  broad  range  of  services  which 
these  children  need  is  a  responsibility  shared  by  many  state 
agencies  who  must  work  collaboratively  on  behalf  of  the  client. 
Mental  health  policy  and  program  development  will  continue  to  be 
coordinated  with  state  agencies  such  as  the  Departments  of 
Education,  Social  Services,  Public  Health,  Youth  Services,  and 
Public  Welfare. 


Service  Model 

An  effective  mental  health  system  will  have  the  capacity  to 
respond  to  emergencies  on  a  24  hour  a  day  basis,  and  will  include 
non-residential  services  as  well  as  inpatient  and  residential 
services.  The  model  that  is  described  below  assumes  that  the 
adult  service  system  will  be  responsible  for  providing  emergency 
services  to  children  and  adolescents.     Key  components  of  the 
continuum  of  care  are: 
Case  Management 
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Residential  Services 

Acute  hospitalization  and  Crisis  Stabilization 
Long  term  hospitalization  and  intensive  residential 
treatment 

Group  living  and  Therapeutic  family  care 

Non-residential  Services 

Day  Programs 

Home  based  treatment,  outpatient  services  and 
consultation  and  education. 

Progression  along  the  continuum  is  not  linear;  a  particular  child 
may  use  several  services  at  one  time.     Enabling  parents  to 
negotiate  for  services  on  behalf  of  their  children  is  a  critical 
aspect  of  this  systems  development  effort. 

The  service  system  model  described  below  is  in  line  with  the 
continuum  of  care  as  defined  by  the  Child  and  Adolescent  Service 
System  Program  of  the  National  Institute  of  Mental  Health.  It 
represents  a  continuation  of  the  model  developed  by  a  large  group 
of  consumers,  advocates,  and  professionals  in  Massachusetts  in 
response  to  Executive  Order  244  of  1984  which  mandated  that 
specialized  programs  be  developed  for  children  and  adolescents. 
It  also  reflects  refinements  suggested  by  other  states  such  as 
the  public  mental  health  system  in  North  Carolina  which  has 
implemented  a  continuum  of  care  in  response  to  court  orders,  and 
the  work  of  the  Research  and  Training  Center  for  Children's 
Mental  Health  based  in  Florida.  And  finally,   it    reflects  ongoing 
input  from  parents  of  seriously  emotionally  disturbed  children  in 
Massachusetts,  who  emphasize  their  desire  to  retain  their 
caregiving  parental  role  and  to  have  their  children  at  home  or  in 
close  proximity  to  the  family. 


Steps  to  achieve  the  models 

This  proposed  model  represents  a  shift  in  focus  for  the 
child/adolescent  system,  a  shift  from  a  predominantly 
residentially  focused  service  system,  to  a  more  home-based, 
outpatient  system.     The  services  explained  below  are  an  attempt 
to  define  the  range  of  services  needed  to  serve  a  seriously 
emotionally  disturbed  child  or  adolescent  within  the  home 
whenever  possible.     The  Department  has  proposed  this  model  for 
discussion  and  staff  are  looking  to  the  Planning  Committee  and 
the  Child/Adolescent  subcommittee  to  help  explore  the  feasibility 
of  a  more  home-based  system  in  Massachusetts. 
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Specific  questions  for  discussion  include: 

♦  What  should  be  included  in  the  continuum  of  non- 
residential services? 

♦  What  services  does  a  family  need  to  support  a  seriously 
emotionally  disturbed  child? 

♦  What  is  the  feasibility  of  providing  home-based  services 
to  this  population  of  children  and  their  families? 

♦  How  can  awareness  among  families,  providers  and  staff  be 
broadened  about  home-based  orientation  for  services? 

♦  How  can  the  Department  appropriately  address  the  needs  of 
multi-cultural  children,   in  the  home  and  in  residential 
programs? 

To  move  this  planning  process  forward,  the  Department  will 
undertake  the  following  activities  in  the  next  year: 

1.  Present  the  models  for  the  child/adolescent  system  in  this 
Plan  and  provide  explanations  of  the  premises  and  assumptions  of 
the  models  to  the  Planning  Committee,  the  Child/Adolescent 
subcommittee,  parents  organizations  and  other  interested  persons. 

2 .  Reach  broad  based  consensus  on  this  new  focus  or  orientation 
for  the  child/adolescent  system. 

3.  Analyze  the  current  volume  of  services  provided,  measure 
caseloads,  length  of  stay  and  other  relevant  data  through 
participation  and  coordination  with  the  Areas  and  Regions. 

4.  Compare  DMH's  level  of  services  with  the  assumptions  in  the 
North  Carolina  and  Florida  models  and  determine  which  components 
are  feasible  for  Massachusetts. 

5.  Create  a  Massachusetts  model. 
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1.  Case  Management 

a.  Goal 

The  goals  of  case  management  are  to  identify  children  and 
adolescents  in  need  of  long  term  mental  health  services,  engage 
them  in  services  and  maintain  contact  with  them  to  assure 
continuity  of  services  and  movement  to  less  restrictive  settings 
as  their  needs  change. 

b.  Eligibility 

Case  management  services  will  be  available  to  seriously  mentally 
ill  and  seriously  emotionally  disturbed  persons  under  the  age  of 
19  who  meet  the  eligibility  criteria,  particularly  persons  who 
are  currently  receiving  or  who  have  been  referred  for 
hospitalization,   residential  or  day  treatment  services,  or  any 
child  determined  by  DMH  to  be  at  risk  of  hospitalization. 

c.  Description  and  Function 

Each  Area  currently  has  children's  case  managers  who  are  a  part 
of  the  Area's  overall  case  management  system.     This  system  will 
coordinate  client  access  to  appropriate  DMH  and  non-DMH  services, 
such  as  special  education  and  SSI,  authorize  use  of  available  DMH 
fiscal  resources,  assure  optimum  use  of  DMH  funded  services, 
maintain  accountability  for  those  clients  in  the  DMH  system  and 
document  service  system  gaps  based  on  clients  needs. 

Mandatory  case  management  service  functions  include  the 
following: 

information  and  referral  on  a  24  hour  a  day  basis  including 
linkage  to  the  Area  Emergency  Service  System. 

aggressive  outreach  to  identify  those  clients  meeting 
eligibility  requirements  for  access  to  the  DMH  service 
system. 

intake  and  assessment. 

development  and  ensuring  implementation  of  Individual 
Service  Plans  (ISPs) . 

facilitation  of  client  access  to  non-DMH  services  such 
as  special  education,  Medicaid,  and  vocational  training 
programs . 
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service  monitoring  and  case  review  to  track  the 
delivery  of  authorized  services,  amend  service  plans 
and  authorizations  as  client  needs  change,  and  identify 
and  document  the  lack  of  needed  services. 

advocacy  on  behalf  of  clients  to  ensure  equity,  due 
process,  and  access  to  applicable  rights  and 
privileges . 


d.     Current  Status  and  Future  Goals 

During  the  coming  year,  the  Department  will  continue  to  monitor 
the  demand  for  case  management  services.  Ongoing  and  advanced 
training  will  be  provided  to  the  children's  case  managers  and 
their  supervisors  by  DMH  staff.  The  need  for  additional  case 
management  staff  is  now  evident.  However,   it  is  unclear  if  fiscal 
resources  are  available  to  hire  new  staff.  An  alternative 
strategy  is  to  redeploy  existing  DMH  positions  to  fulfill  the 
case  management  need. 


Residential  Services 

The  Child/Adolescent  model  uses  the  heading  "Residential 
Services"  to  include  acute  hospitalization,  crisis  stabilization, 
long  term  hospitalization  and  residential  treatment  and  group 
living.     The  strategies  for  implementation  for  these  residential 
programs  are  outlined  at  the  end  of  the  section. 

2.  Acute  Hospitalization  and  Crisis  Stabilization 

a.  Goal 

When  a  child  or  adolescent  is  experiencing  a  psychiatric 
emergency,  the  Department  intends  to  use  the  least  restrictive 
means  possible  to  stabilize  the  child  and  family.  If  the  crisis 
intervention  services  available  through  each  Area's  emergency 
service  system    and/or  in-home  crisis  intervention  cannot  meet 
the  child's  need,  the  Department  will  address  the  problem  through 
crisis  stabilization  services  offered  in  the  community  or  in  a 
hospital  setting.  The  goal  of  acute  hospitalization  is  to 
stabilize  a  child  or  adolescent  experiencing  psychiatric  crisis 
who  cannot  be  treated  appropriately  in  a  non-medical  psychiatric 
setting. 
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b.     Description  and  Function 

Crisis  stabilization  and  acute  hospital  services  are  available  24 
hours  a  day,   7  days  a  week  and  include:  psychological  diagnostic 
procedures;     observation  treatment  modalities  including 
psychotherapy,  vocational  rehabilitation,  recreation  therapy,  and 
milieu  therapy;  supportive  services  and  room  and  board. 
Crisis  services  offered  within  a  hospital  setting  also  include 
medical  diagnostic  procedures  and  medical  care  and  treatment. 

Community  based  crisis  stabilization  provides  30  days  or  less  of 
supervised  residential  living  to  a  child  in  psychiatric  crisis  in 
a  setting  other  than  the  child's  home.  This  service  is  provided 
until  the  child  is  stabilized,  until  a  longer  term  residential 
setting  is  secured,  or  until  the  need  for  hospitalization  is 
determined  and  the  child  is  hospitalized.     Residential  respite, 
although  a  separate  short  term  service,  may  be  considered  as  an 
aspect  of  crisis  stabilization  because  it  addresses  the  needs  of 
families  or  custodians  who  need  periodic  relief  from  the  constant 
and  often  stressful  care  of  an  SED  child  living  at  home.  While  in 
a  respite  care  setting,  the  SED  child  receives  care  which 
addresses  his/her  health,  nutritional  and  daily  living  needs. 


c.     Current  Status 

The  Department  will  continue  its  attempts  to  refer  clients  to 
beds  within  private  psychiatric  facilities  and  psychiatric  units 
of  general  hospitals  when  such  beds  are  appropriate  and 
available.  However,  in  order  to  assure  access  to  beds  for 
children  at  risk  of  harm  to  themselves  or  others,  the  Department 
will  continue  to  operate  or  contract  for  hospitalization.  The 
Department  controlled  inpatient  beds  serve  both  voluntary  and 
involuntary  clients  from  across  the  state  with  priority  given  to 
those  who  meet  the  legal  criteria  for  commitment. 

Currently,  the  Department  contracts  for  38  crisis  stabilization 
beds  in  the  community.     Eleven  Areas  have  their  own  crisis 
stabilization  services,  and  in  addition,  there  are  5  Regional 
programs  to  which  all  Areas  within  the  Region  have  access.  There 
are    71  acute  care  hospital  beds  for  adolescents  to  which  all 
Regions  have  access.  Of  the  56  beds  for  children  at  the  Gaebler 
Children's  Center,  one  half  serve  as  acute  care  beds.  In 
addition,  DMH  clients  have  access  to  457  psychiatric  beds 
currently  in  existence  in  the  private  sector,  with  such  access 
being  limited  by  bed  availability,  the  nature  of  the  client's 
problem  and  the  availability  of  third  party  reimbursement.  Given 
these  same  limiting  factors,  DMH  clients  will  also  have  access  to 
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an  additional  154  private  sector  beds  which  have  already  been 
approved  for  development  but  which  are  not  yet  operational.  Most 
of  the  private  sector  beds  are  geared  for  short-term  treatment. 

Based  on  a  variety  of  prevalence  and  needs  analyses,  the 
Department  believes  that  the  current  and  planned  supply  of 
publicly  funded  beds  will  be  almost  sufficient  to  meet  the 
inpatient  need,   so  long  as  DMH  retains  its  current  level  of 
access  to  beds  in  the  private  sector  and  so  long  as  sufficient 
alternatives  for  preventing  hospitalization  and  facilitating 
rapid  discharge  are  also  developed.  Twelve  additional  beds  are 
planned  for  the  Metro  Boston  Region  to  serve  children  under  age 
15,  and  an  additional  15  beds  are  being  considered  to  address  the 
needs  of  specific  subgroups  who  require  specialized  services  such 
as  mentally-retarded  emotionally  disturbed  youth. 

d.  Objectives 

The  Department's  systems  goals  are  to  ensure  that  children  are 
hospitalized  only  when  medically  necessary,  to  assure  that 
sufficient  community  services  are  available  to  address 
psychiatric  crises  in  the  community,  and  to  maintain  high  quality 
services  within  publicly  funded  programs  which  do  not  exceed 
their  planned  service  capacity. 


3.  Long  Term  Hospitalization/  Intensive  Residential  Treatment 

a.  Goal 

The  goals  for  long-term  hospitalization  and  intensive  residential 
treatment  are  to  provide  a  secure  and  therapeutic  environment  to 
stabilize  and  control  inappropriate  behavior  of  seriously 
emotionally  disturbed  children  and  adolescents. 

b.  Eligibility 

Both  services  are  geared  to  youngsters  who  meet  the  DMH  criteria 
for  commitment  to  a  mental  health  facility. 

c.  Description 

Hospitalization  beyond  a  90  day  acute  period  is  available  for 
children  and  adolescents  who  require  continued  intensive  medical 
treatment  to  achieve  stabilization  and  or  problem  remediation. 
Average  length  of  stay  is  not  expected  to  exceed  9  months. 
Intensive  residential  treatment  services  are  offered  to  those 
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youngster  who  are  medically  stabilized  but  who  are  highly 
aggressive.  Emphasis  is  placed  on  controlling  the  child's  violent 
and/or  self -destructive  behavior  and  on  establishing  positive, 
appropriate  behavior.  Average  length  of  stay  is  expected  to  be  18 
months . 

Long  term  inpatient  services  include  diagnostic  procedures  if 
indicated;  treatment  modalities  including  medication, 
psychotherapy,  vocational  rehabilitation,  recreation  therapy,  and 
milieu  therapy;  medical  care  and  treatment;  supportive  services; 
and  room  and  board. 

Intensive  residential  treatment  programs  are  the  most  highly 
structured  non-hospital  services  offered.  They  offer  secure 
residential  treatment  and  provide  a  therapeutic  milieu  offering 
individual,  group,  and  family  therapy,  an  on-site  educational 
program,  psychopharmacological  treatment.  Activities  emphasize 
social  skills,  emotional  and  cognitive  development,  daily  living 
skills,  vocational  skills  and  recreation.  These  programs  strive 
to  prepare  youth  for  community  living  in  a  less  restrictive 
setting. 

d.     Current  Status 

Currently,  of  the  56  hospital  beds  for  children  under  age  15 
which  the  Department  operates,  half  provide  long  term  treatment. 
DMH  contracts  for  15  long  term  care  beds  for  adolescents.  In 
addition,  both  children  and  adolescents  have  some  limited  access 
to  long-term  treatment  beds  in  private  hospitals.  DMH  contracts 
for  50  intensive  residential  treatment  beds  for  adolescents.  At 
the  present  time,  DMH  does  not  intend  to  increase  the  number  of 
long-term  hospital  beds  or  intensive  residential  treatment  beds. 


e.  Objectives 

The  Department's  goals  are  to  maintain  high  quality  long  term 
care    within  a  publicly  funded  hospital  unit  which  does  not 
exceed  its  planned  service  capacity;  and  to  ensure  that  youth  are 
discharged  to  less  restrictive  treatment  settings  as  soon  as  it 
is  clinically  appropriate. 
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4.     Group  Living  and  Therapeutic  Family  Care 

a.  Goal 

The  goal  of  group  living  and  therapeutic  family  care  programs  is 
to  provide  a  safe  and  therapeutic  living  space  with  appropriate 
psychiatric  intervention  for  severely  emotionally  disturbed 
children  who  cannot  be  treated  within  their  own  homes,  yet  who  do 
not  require  psychiatric  hospitalization  or  a  highly  restrictive 
intensive  treatment  program. 

Although  it  is  the  Department 1 s  aim  to  treat  the  child  in  his/her 
home  whenever  possible,  this  is  not  always  feasible.  As  it  is  the 
Department's  goal  to  place  the  child  in  a  clinically  appropriate 
setting,   funding  continues  to  be  targeted  to  a  range  of  program 
types  which  vary  in  therapeutic  intensity  and  duration.  The 
Department  aims,  through  treatment,  to  involve  the  child  with  the 
surrounding  community  and  to  facilitate  client  movement  to  less 
restrictive  alternatives  which  may  include  a  return  to  home  as 
the  client's  needs  change. 

b.  Description 

The  Department  intends  to  provide  the  following  types  of  service: 
supervised  independent  living;  alternative  family  living;  short 
term  therapeutic  camp;  and  residential  group  living  ranging  in 
degree  of  restrictiveness  from  moderate  to  high  management.  The 
services  and  target  group  vary  according  to  the  program  type. 


Supervised  independent  living 

In  supervised  independent  living  older  adolescents 
live  with  trained  adults  in  a  home  or  apartment. 
Activities  include  emotional,  physical  and  cognitive 
development,  social  integration,  vocational  skill 
building,  and  skill  training  towards  living  on  one's 
own. 


Alternative  family  living 

This  program  is  offered  to  seriously  emotionally 
disturbed  children  who  cannot  remain  in  their  own  homes 
and  who  need  more  caretaking  than  that  provided  in 
supervised  independent  living.  Children  live  in  homes 
with  specially  trained  and  locally  supported  parent 
substitutes.  These  parent  substitutes  receive  more 
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intensive  training  than  do  regular  foster  parents 
trained  by  the  Department  of  Social  Services.  Support 
systems  help  them  work  with  SED  children.  In  a  variant 
of  this  model,  parent  substitutes  who  are 
professionally  trained    work  intensively  with  the  SED 
child  to  provide  for  his/her  basic  living,  therapeutic, 
socialization,  and  skill-learning  needs.  Professional 
parenting  requires  skills  above  those  normally  found  in 
alternative  family  therapeutic  homes. 

Group  living 

Group  living  is  offered  to  children  for  whom  a  more 
structured  program  is  essential.  Group  living 
situations  vary  in  degree  of  supervision  and  the  degree 
to  which  the  child  is  free  to  participate  in  community 
life.  In  moderately  supervised  group  living,  children 
live  in  a  community  and  attend  public  schools  or  day 
treatment  and  education  programs;  older  children  may 
have  job  placement.  These  group  homes  provide  healthy 
adult  role  models;  group,   individual  and  family 
counseling;  liaison  services  to  mobilize  community  and 
family  resources;  and  social,  emotional  and  cognitive 
training.  High  management  residential  group  living 
provides  these  same  services  in  a  more  highly 
structured  and  supervised  setting.     Children  may  attend 
school  or  other  programs  in  the  community  or  receive 
these  services    within  the  facility.  Length  of  stay  in 
both  moderate  and  highly  structured  settings  is  based 
on  the  needs  of  each  child. 

Therapeutic  camp 

This  residential  program  is  available  to  children  6-18 
years  of  age  who  have  mild,  moderate,  or  serious 
problems.  Within  a    therapeutic  milieu,  recreational 
and  educational  experiences  with  supervised  peer 
interaction  are  provided  by  healthy,  adult  role  models 
under  therapeutic  supervision.  This  service  is  provided 
during  weekends  through  the  year  and/or  during  6-9 
weeks  in  the  summer.  Liaison  services  are  also  provided 
to  promote  community  and  family  interaction. 


c.     Current  Status  and  Objectives 

The  Department  has  312  community  residential  treatment  beds  of 
varying  intensity,  and  a  number  of  alternative  family  living 
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slots.  However,   services  are  not  distributed  equitably  across 
Areas  and  Regions.     Eleven  Areas  offer  supervised  independent 
living  programs,  and  11  offer    alternative  family  living.  Thirty 
Areas  contract  for  community  group  residences.  The  Department's 
goal  is  to  assure  that  sufficient  residential  treatment 
appropriate  to  differing  levels  of  client  need  is  available 
across  the  state. 


Human  Resource  Issues  in  all  Residential  Services 

Staffing  for  the  hospital  beds  is  anticipated  to  be  an  ongoing 
problem  due  to  the  nursing  shortage  in  Massachusetts.  For  the 
state  operated  children's  beds,  joint  nurse  recruitment  efforts 
in  Central  Office  between  Human  Resource  Development  staff,  and 
Hospital  Management  staff,  and  Child-Adolescent  Services  have 
been  implemented.  The  recruitment  efforts  are  part  of  a 
comprehensive  nursing  recruitment  strategy  developed  in  FY  '89. 
In  regard  to  the    contracted  beds,  the  vendor  agency  has  been 
meeting  with  the  Division  of  Employment  to  try  to  address  the 
issues  of  personnel  recruitment,  pay  parity,  and  high  turnover. 
These  efforts,  although  not  complete,  have  begun  to  address  the 
central  human  resource  issues. 

The  major  staffing  problem  facing  the  intensive  residential 
treatment  programs  as  well  as  the  less  intensive  programs  is  the 
high  rate  of  staff  turnover.     It  is  particularly  difficult  to 
recruit  minority  staff  for  these  positions.     Many  factors 
contribute  to  this  high  turnover:  salary  and  benefit  levels  are 
not  competitive  with  the  private  service  industry;  the  working 
conditions  are  particularly  stressful  given  the  nature  of  the 
services  and  the  high  demands  of  the  clients;  management 
strategies  promoting  retention  and  training  are  not  available; 
and  relief  and  flexible  scheduling  cannot  be  implemented  due  to 
f iscal  constraints . 

In  order  to  address  these  issues,  the  Division  of 
Child/Adolescent  Services  is  working  to  upgrade  and  certify 
intensive  residential  units  to  receive  Medicaid  reimbursement. 
These  additional  funds  will  allow  the  Department  to  increase  the 
numbers  of  staff,  hire  more  professionals  specializing  in  the 
mental  health  issues  of  adolescents  and  allow  the  additional 
benefits  of  training,  release  time  and  greater  career  mobility. 
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Strategies  for  implementing  all  residential  services 

1.  Identify  the  number  of  crisis  stabilization, 
hospital,  residential  treatment  beds  and  other  program 
models  needed  for  each  Area  and/or  Region  of  the  state. 

2.  Assess  the  capacity  of  the  various  program  models  to 
adequately  serve  the  various  minority  populations  of 
the  state,  and  identify  changes  to  be  made. 

3.  Monitor  hospital  use  and  residential  stay  through 
participation  of  DMH  staff  in  the  admission,  case  review, 
and  discharge  process. 

3.  Redeploy  existing  fiscal  resources  or  allocate  funds 
from  retained  revenue  to  meet  existing  service  gaps. 

4 .  Support  of  legislation  amending  the  insurance  law  to 
allow  the  state's  mandated  mental  health  benefit  to 
cover  previously  non-covered  services  such  as  home- 
based  services. 

5.  Secure  additional  funds  for  residential  treatment 
through  working  cooperatively  with  the  Department  of 
Public  Welfare  to  allow  residential  treatment  services 
to  be  covered  by  the  Rehabilitation  Option. 

5.  Support  the  development  of  additional  hospital  beds 
only  in  those  Regions  showing  a  bed  shortage,  and  only 
to  the  extent  that  such  development  has  already  been 
approved  as  being  in  line  with  the  state's  bed  need  as 
specified  in  the  Department  of  Public  Health's 
Determination  of  Need  guidelines. 

6.  Renew  agreements  which  permit  access  of  publicly 
supported  patients  to  beds  within  private  psychiatric 
facilities,  and  to  maintain  liaison  with  community 
hospitals  to  assure  access  for  DMH  referrals. 
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Non-residential  programs 

Non-residential  programs  include  day  programs,  homebased 
treatment,  outpatient  services  and  consultation  and  education. 
As  in  the  residential  programs,   strategies  for  implementation  are 
listed  at  the  end  of  the  section. 

5.     Day  Programs 

a.  Goal 

The  goal  of  day  programs  is  to  provide  therapeutic  intervention 
on  a  regular  and  intensive  basis  and  thereby  enable  emotionally 
disturbed  children/adolescents  to  live  in  the  community. 

b.  Description 

Day  treatment 

Day  treatment  is  provided  to  children  with  moderate  to 
severe  problems  who  have  difficulty  participating  in  partial 
or  full  public  school  programs.  The  service  is  often 
provided  in  conjunction  with  a  residential  treatment 
program.  Specialized  staff  provide  a  structured, 
therapeutic,  and  educational  program  which  can  include 
academic  training,  vocational  training,  social  skill 
training,  individual  and  group  counsel ing/ therapy , 
recreation,  transportation,  and  services  to  parents. 
Services  may  vary  in  intensity  as  reflected  in  staff  to 
client  ratios.  Services  are  generally  provided  between  4  and 
8  hours  a  day,   5  days  a  week. 

After  school  and  weekend  programs 

These  programs    are  available  to  school  age  children  who 
need  care  and  therapeutic  intervention  after  school  hours  to 
enable  them  to  remain  in  their  own    schools  and  communities. 
The  services  incorporate  individualized  programming  in  the 
developmental  skill  areas  and  also  provide  intensive 
therapeutic  support  and  social  rehabilitation.  Services  are 
provided  after  school,  evenings,  and  weekends. 

Specialized  therapeutic  summer  programs 

These  day  programs  are  available  to  seriously  emotionally 
disturbed  children  who  need  summer  programs  to  meet  their 
individual  treatment  needs  and  the  treatment  needs  of  these 
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families.  Services  are  intended  for  those  children  at  high 
risk  of  psychiatric  crisis  during  unstructured  summer  months 
and    whose  needs  are  not  met  in  other  generic  summer 
programs.  Activities  in  these  programs  occur  in  a  variety  of 
settings  including  community  recreational  resource  centers 
and  specialized  day  camps.  Activities  include  groups 
socialization  experiences  and  recreation;  they  are 
supervised  by  individuals  who  are  knowledgeable  about 
seriously  emotionally  disturbed  children. 


c.     Current  Status 

The  Department  provides  day  treatment  programs  in  7  Areas  of  the 
state,  after  school  programs  in  16  Areas.  Summer  programs  are 
generally  not  provided  at  present.  Older  adolescents  are  often 
served  in  adult  programs.     In  order  to  meet  its  goal  of  reducing 
dependence  on  out-of  home-placement,  the  Department  will  need  to 
increase  the  volume  and  geographic  accessibility  of  community 
treatment  services,   including  day  treatment,  as  well  as  increase 
the  level  of  collaboration  with  school  departments,  outpatient 
programs,  and  residential  programs. 


6.    Home-based  treatment,  outpatient  services,  and  consultation 
and  education. 

a.  Goal 

The  goal  of  these  services  are  to  provide  the  treatment  and 
support  necessary  to  both  children  and  their  families  to  enable  a 
child  to  remain  at  home. 

b.  Description 

Home  based  services 

These  services  are  provided  in  the  home  setting  to  a 
child  or  adolescent  and  his/her  family  or  family 
substitute.  In  home  services  include  intensive  crisis 
intervention,  environment  stabilization,  homebuilder 
activities,  parent  training,  counseling,  and  companion 
or  other  outreach  and  support  activities.  In  addition, 
respite  care  in  the  home  can  be  provided  on  a  planned 
basis  for  weekends  and  on  an  emergency  basis. 
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Outpatient  services 

Outpatient    services  offer  ways  to  improve  or  stabilize 
the  family  living  environment  of  the  child,  to  minimize 
the  necessity  of  out-of-home  placement  of  the  child,  to 
assist  parents  and  family  members  to  understand  the 
effects  of  the  child's  disabilities,  and  to  assist 
parents  and  family  members  to  affect  their  child's 
developmental  growth.  The  category  of  outpatient 
services  encompasses  diagnostic  evaluation,  behavioral 
assessment,   individual,  group,  and  family  treatment. 
For  families  it  includes  family  therapy,  counseling 
for  family  members,  parent  training  and  parent  support 
groups.  Combinations  of  these  services  may  be  made 
available  to  the  parents,  siblings,  and  extended  family 
members  of  children  who  have  varying  levels  of 
disturbance.  Also  included  in  this  category  are  such 
collateral  services  as  case  conferences,  treatment 
planning,  and  conferences  and  case  consultations  in 
conjunction  with  other  community  agencies,   such  as  the 
local  schools  and  DSS. 

Outpatient  services  are  provided  to  children  with  mild 
to  moderate  problems  who  can  otherwise  function  in 
their  home  environment,  provided  that  such  children 
meet  the  DMH  eligibility  criteria  for  these  services. 
For  more  seriously  emotionally  disturbed  children, 
outpatient  services  are  often  provided  in  conjunction 
with  other  more  intensive  services  such  as  residential 
programs  and  day  services.  Direct  treatment  activities 
provided  by  area  mental  health  programs  to  children  and 
adolescents  in  school  settings  are  also  considered  as 
being  in  this  category. 

Consultation  and  education 

Consultation  and  education  in  regard  to  treatment, 
prevention,  and  resources  are  provided  to  community  agencies 
and  personnel  involved  with  children  and  adolescents  in 
order  to  provide  a  community  environment  which  will  be 
supportive  of  and  capable  and  willing  to  deal  with  seriously 
emotionally  disturbed  children  and  adolescents.  Services 
include  training  around  general  and  specific  child  and 
adolescent  issues,  consultation  to  staff  in  community  based 
agencies  related  to  program  development  and  development  of  a 
therapeutic  milieu  for  children  and  adolescents,  and 
dissemination  of  information  to  involved  community  members 
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on  both  general  and  specific  issues  relating  to  children  and 
adolescent. 

c.     Current  Status 

Sixteen  Areas  offer  in-home  services.  Every  Area  provides  crisis 
intervention  and  emergency  services  through  its  pre-screening 
teams  which  serve  both  children  and  adults,  with  15  Areas  having 
specific  contracts  for  crisis  intervention  for  children  and 
adolescents.  All  Areas  also  offer  outpatient  services.  In 
addition,  there  are  11  specialized  outpatient  contracts  for 
protective  services  geared  specifically  at  abused  children  who 
are  emotionally  disturbed,  and  5  Areas  contract  to  provide 
services  within  schools.  All  Areas  engage  in  some  level  of 
consultation  and  education  with  4  Areas  having  specific 
consultation  and  education  contracts.     Parental  involvement  and 
empowerment  is  critical  to  a  home-based  service  system  and  thus, 
the  Department  will  continue  to  support  the  Parents/Professional 
Advocacy  League,  a  statewide  support  group  for  parents  of 
seriously  emotionally  disturbed  children. 


Strategies  for  Implementing  Non-residential  Services 

The  Department's  goal  is  to  maintain  a  network  of  non-residential 
services  sufficient  to  support  in-home  and  in-community  treatment 
for  the  maximum  number  of  children  who  can  be  served  in  this 
least  restrictive  manner.  The  Department's  objectives  are  the 
following: 

1.  Identify  the  amount  of  day  treatment,  home-based, 
outpatient,  and  consultation  and  education  services 
needed  for  each  Area  and/or  Region  of  the  state. 

2.  Redeploy  existing  resources  or  allocate  funds  from 
retained  revenue  to  meet  existing  service  gaps. 

3.  Secure  additional  funds  for  these    services  through 
support  of  legislation  amending  the  insurance  law  to 
allow  the  state's  mandated  mental  health  benefit  to 
cover  previously  non-covered  services  such  as  day 
treatment  and  in-home  treatment    which  could  serve  as 
alternatives  to  hospitalization. 

4.  Evaluate  the  effectiveness  of  home-based  treatment 
through  development  of  a  research  project. 


87 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


5.  Assess  the  feasibility  of  securing  additional  funds 
for  day  treatment  through  achieving  Medicaid 
certification  for  those  day  programs  which  are  not 
currently  Medicaid  vendors. 

6.  Assess  the  capacity  of  the  various  programs  to 
adequately  serve  the  various  minority  populations  of 
the  state,  and  identify  changes  to  be  made. 


Explanations  of  the  Models 

The  Division  of  Child-Adolescent  Services  is  presenting  two 
models  for  service  to  seriously  emotionally  disturbed  children. 
One  was  developed  by  the  Florida  Research  and  Training  Center  for 
Child  Mental  Health,  and  one  by  the  state  of  North  Carolina.  The 
models  are  similar  in  that  the  proportion  of  non-residential 
treatment  slots  to  inpatient/residential  slots  is  approximately 
2:1,  as  contrasted  with  the  current  Massachusetts  system  where 
the      proportions  are  reversed.  However,  the  two  models  reflect 
different  assumptions  about  the  amounts  of  services  needed  to 
adequately  serve  10,000  youth.  Since  there  are  expected  to  be 
1,421,618  youth  under  age  19  in  Massachusetts  by  the  year  1990, 
the  numbers  in  each  of  the  basic  formulas  have  been  extended  to 
apply  to  the  Massachusetts  population.  The  capacity  models  on  the 
next  pages  are  based  on  the  following  assumptions. 

Assumptions  underlying  the  Florida  Model 

1.  The  prevalence  of  serious  emotional  problems  in  youth  is  in  the 
range  of  2%  to  5%. 

2.  Since  some  of  these  children  receive  services  through  the 
private  mental  health  sector  and  other  through  non-mental  health 
agencies,  the  public  mental  health  sector  should  anticipate  a 
need  to  provide  services  to  1%  to  2%  of  children  and  adolescents. 

3 .  The  percentage  of  children  estimated  to  be  in  need  of 
residential  services  because  of  emotional  problems  at  any  single 
point  in  time  is  estimated  to  be  .1%. 

4.  It  is  estimated  that  from  one-third  to  one-half  of  all 
youngsters  will  require  more  than  one  mental  health  service  at 
any  point  in  time. 

5.  The  number  of  youngsters  who  can  be  served  in  a  system  during 
a  year  depends  not  only  upon  the  capacity  of  each  service 
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component  at  any  point  in  time  but  the  rate  at  which  youngsters 
move  through  each  system  component.  There  is  insufficient  data  on 
which  to  base  estimates  of  the  client  flow.     An  estimation  would 
be  that,  on  average,  clients  move  through  the  system  in  6  to  9 
months . 

6.  This  model  focuses  only  on  services  to  seriously  emotionally 
disturbed  children.  It  does  not  focus  on  the  prevention  and  early 
intervention  services  required  in  a  state  if  long-term  progress 
is  to  made  in  reducing  the  incidence  and  prevalence  of  emotional 
disturbance. 

7.  The  estimated  lengths  of  stay  are  as  follows: 

Case  Management 

Case  management  includes  service  coordination  and  also  the 
capacity  to  purchase  "wrap  around"  services  for  the  child. 

Inpatient  and  Residential 

Acute  Hospital/Crisis  Stabilization    -     30  days 
Hospital/IRTP  -     15  months 

Group  living  and  Therapeutic 

Family  Care  -      9  months 


Non-Residential 

Day  Programs 
Home-based  treatment/ 
parent  support 


Outpatient 


5  hrs  day/  10  mos. 

5  hrs  wk/  3  mos. 
parent  support  to  be 
provided  for  20%  of 
children 

1  hr.  week/ 6  mos. 


Assumptions  underlying  the  North  Carolina  Model 

1.  Capacity  estimates  are  based  on  the  public  mental  health 
sector  serving  1%  of  the  state's  population  at  any  given  time,  or 
2%  a  year.  It  is  assumes  that  many  children  will  receive  services 
in  the  private  sector  or  through  informal  support  networks. 

2.  Severely  impaired  children  may  need  more  than  one  service  at  a 
time  to  provide  the  required  intensity  of  service.  It  is  possible 
to  assume  that  90-100  children  and  families  will  use 
approximately  120  service  slots,  at  any  one  time. 

3.  One  can  assume  a  turnover  rate  of  every  six  months  across  all 
services.  The  turnover  rate  will  vary  by  service. 
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4.  Flexibility  in  funding  and  services  is  essential  to  be  able  to 
adapt  to  individual  needs,   ethnicity,   and  local  situation. 

5.  Target  populations  are  seriously  emotionally  disturbed 
children  and  adolescent  and  pre-school  children  0-7  who  show 
early  signs  of  mental  health  problems.  It  is  believed  that 
children  under  the  age  of  7  are  underserved,  which  contributes  to 
the  severity  and  chronicity  of  problems  in  later  life. 


6 .  The  estimated  lengths  of  stay 
Case  Management 

Inpatient  and  Residential 

Acute  Hospital 
Crisis  Stabilization 
Hospital/IRTP 

Group  living/  Therapeutic  Family 

Supervised  independent 
living 

Alternative  family  living 
Group  living 
Therapeutic  camp 

Non-Residential 

Day  Programs 
Day  treatment 
After  school 
Therapeutic  summer  camp 

Home-based  treatment 


Outpatient 


Consultation  and  Education 


are  as  follows: 

15  cases/therapist 


3  0  -  12  0  days 
14  days 
1  year 


Care 


9  months/  2  clients 
per  apt. 

1  yr/  1  client  per  home 

9  months 

6-9  weeks 


6-9  months 
6-8  clients/class 
8  clients/class 
6-9  weeks 

10-20  hrs  per 
family  per  week 
los  6-8  wks 

5  month  LOS 

25  cases  per  therapist 
at  any  time 

529  hrs  per 
10,000  population 
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D.      REGIONAL  CAPACITY  TARGETS 

As  described  previously,  the  Department  is  divided  into  six 
geographically  contiguous  Regions.  The  Regions  are  divided  into  a 
total  of  24  Areas.     For  simplification,  detail  is  shown  at  the 
Regional  level;  however,  most  quantitative  targets  are  developed 
at  the  Area  level. 

The  following  section  offers  a  brief  overview  of  each  Region  as 
well  as  the  quantitative  targets  for  services  in  each  Region. 
Each  Region  is  briefly  described,  using  1990  population  figures 
and  1980  Federal  Census  data,  and  followed  by  a  table  of  the 
adult  and  child/adolescent  model  service  system  capacities. 

For  further  explanation  of  the  model  capacities,  refer  back  to 
the  previous  sections  on  Adult  and  Child/Adolescent  service 
system  models  and  the  explanation  in  the  Appendix. 


91 


COMPREHENSIVE  MESTAI  HEALTH  SERVICE  PUIS 


Massachusetts  Department  of  Mental  Health 


September  1989 


Service  System  Configuration 

STATEWIDE 

Current 

Model 

Service  Category 

Capacity 

Capacity 

ADULT  SERVICES 

Emergency 

Programs 

27 

27 

Case  Management 

Clients 

7 ,  692 

22 , 075 

Outpatient 

Hours 

553 ,310 

598 , 182 

Day  Treatment 

Slots 

1,  167 

1,  328 

Clubhouse 

Programs 

7 

44 

Support  Programs 

Programs 

22 

45 

Supported  Empl 

Programs 

33 

27 

Residential 

Beds 

3,  057 

9,  050 

Family  Support 

Programs 

12 

27 

Inpat  ient , acute 

Beds 

709 

983 

Inpatient, other 

Beds 

1,  699 

1,  332 

Current** 

Model  Capacity 

CHILD/ADOLESCENT  SERVICES 

Capacity 

A*  B* 

Inpatient  &  Residential 

Acute  Stabil  Beds 

43 

141  145 

Hospital/IRTP  Beds 

74 

141  101 

Group  Living  Beds 

230 

1,136  611 

Non-Residential 

Day  Treatment  Slots 

2,840  2,333 

Home  Based  Slots 

2,840  1,320 

Outpatient  Slots 

11,362  10,341 

C  &  E  Slots 

Case  Management  Clients 

965 

5,681  1,266 

*  A  =  Florida  Model 

B  =  North  Carolina 

Model 

**      Some  service  types  currently  use  different  measures  of 

capacity,  so  some  figures  are 

not  available 

at  this  time. 
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Region  One 

Region  I  includes  the  Western  part  of  the  state  and  has  a 
population  of  605,910  adults  and  198,  841  children.     Region  I  has 
102  cities  and  towns,  with  an  area  of  2,929  square  miles.  22.3% 
of  the  population  live  in  rural  areas  and  thirty  towns  have  less 
than  1000  people.     6.89%  of  the  population  is  non-white  and  11.2% 
live  below  the  federal  poverty  line. 

The  three  largest  municipalities  in  the  Region  are  Springfield 
with  153,663  residents,  Chicopee  with  53,359  residents  and 
Pittsfield  with  49,535  residents.     There  are  large  concentrations 
of  multi-cultural  groups  in  Springfield  and  Chicopee.     A  large 
community  of  refugees  exists  in  Amherst. 


The  Regional  Director  oversees  community  services  which  are 
provided  by  four  mental  health  service  areas  under  the  auspices 
of  four  Area  Directors. 

Inpatient  services  are  provided  at  Northampton  State  Hospital, 
under  the  management  of  the  Chief  Operating  Officer.  The 
hospital  has  a  capacity  of  189  and  a  current  census  of  134.  Under 
the  current  capital  plan,  the  hospital  will  be  designed  for  acute 
care  and  transitional  beds. 

Northampton  State  Hospital  was  the  subject  of  a  1978  consent 
decree  which  required  the  Region  to  limit  the  number  of  hospital 
admissions  and  establish  comprehensive  community  services  that 
provided  the  least  restrictive  care. 
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Service  System  Configuration 
REGION  ONE 

Current  Model 
Service  Category  Capacity  Capacity 


ADULT  SERVICES 


Emergency 

Programs 

4 

4 

Case  Management 

Clients 

1,186 

3, 

,006 

Outpatient 

Hours 

103,859 

81, 

,227 

Day  Treatment 

Slots 

205 

185 

Clubhouse 

Programs 

1 

8 

Support  Programs 

Programs 

1 

8 

Supported  Empl 

Programs 

9 

4 

Residential 

Beds 

584 

1 

,232 

Family  Support 

Programs 

2 

4 

Inpatient , acute 

Beds 

65 

74 

Inpatient , other 

Beds 

67 

46 

CHILD/ ADOLESCENT  SERVICES 


Inpatient  &  Residential 
Acute  Stabil  Beds 
Hospital/IRTP  Beds 
Group  Living  Beds 


Current**  Model  Capacity 
Capacity  A*  B* 


4 
6 
65 


20 
20 
163 


21 
15 
88 


Non-Residential 

Day  Treatment  Slots 

Home  Based  Slots 

Outpatient  Slots 

C  &  E  Slots 


409  336 
409  190 
1,635  1,489 


Case  Management  Clients 


146 


817 


182 


*  A  *  Florida  Model 

B  =  North  Carolina  Model 
**  Some  service  types  currently  use  different  measures  of 
capacity,  so  some  figures  are  not  available  at  this  time. 
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Region  Two 


Region  II  is  in  the  central  part  of  the  state  and  has  a 
population  of  518,652  adults  and  185,958  children.     There  are  65 
cities  and  towns,  with  an  area  of  1,643  square  miles.     29.5%  live 
in  rural  areas  and  two  towns  have  less  than  1000  residents.  3.1% 
of  the  population  is  non-white  and  8.96%  live  below  the  poverty 
level . 

The  three  largest  cities  in  the  Region  are  Worcester,  with  a 
population  of  163,295,   Fitchburg  with  a  population  of  40,048  and 
Leominster  with  a  population  of  35,270.  There  are  large 
concentrations  of  multi-cultural  groups  and  refugees  in 
Worcester. 

The  Regional  Director  oversees  all  community  services,  which  are 
provided  by  three  mental  health  service  areas  under  the  auspices 
of  three  Area  Directors. 

Inpatient  services  are  provided  at  Worcester  State  Hospital  under 
the  management  of  the  Chief  Operating  Officer.     The  hospital  has 
a  capacity  of  350  and  the  current  census  is  337.     Under  the 
capital  plan,  the  hospital  will  accommodate  acute,  transitional 
and  specialty  units.     The  University  of  Massachusetts  Medical 
Center  has  an  affiliation  with  this  hospital  and  will  jointly 
provide  services,  pending  capital  development. 
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Service  System  Configuration 


REGION  TWO 


Service  Category 


Current 
Capacity 


Model 
Capacity 


ADULT  SERVICES 


Emergency 

Programs 

3 

3 

Case  Management 

Clients 

996 

2,176 

Outpatient 

Hours 

62,174 

60,992 

Day  Treatment 

Slots 

180 

159 

Clubhouse 

Programs 

1 

6 

Support  Programs 

Programs 

2 

6 

Supported  Empl 

Programs 

5 

3 

Residential 

Beds 

357 

892 

Family  Support 

Programs 

2 

3 

Inpat  ient ,  acute 

Beds 

104 

115 

Inpatient , other 

Beds 

251 

325 

CHILD/ ADOLESCENT  SERVICES 

Inpatient  &  Residential 
Acute  Stabil  Beds 
Hospital/ IRTP  Beds 
Group  Living  Beds 

Non-Residential 

Day  Treatment  Slots 

Home  Based  Slots 

Outpatient  Slots 

C  &  E  Slots 


Current** 
Capacity 


7 
6 
38 


Model  Capacity 
A*  B* 


16 
16 
128 


321 
321 


16 
11 
69 


263 
149 


1,283  1,167 


Case  Management  Clients 


83 


641 


143 


*  A  =  Florida  Model 

B  «=  North  Carolina  Model 
**  Some  service  types  currently  use  different  measures  of 
capacity,  so  some  figures  are  not  available  at  this  time. 


96 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


Region  Three 


Region  III  is  in  the  northeast  part  of  the  state  bordering  the 
Atlantic  Ocean  and  New  Hampshire.     It  has  a  population  of  855,517 
adults  and  275,319  children.     Region  III  has  50  cities  and  towns 
and  an  area  of  746  square  miles.     7.8%  live  in  rural  areas  and 
there  are  no  towns  with  less  than  1000  people.     2.8%  of  the 
population  is  non-white  and  8.4%  live  below  the  poverty  line. 

The  three  largest  municipalities  are  Lowell  with  92,623 
residents,   Lynn  with  79,143  residents  and  Lawrence  67,381 
residents.     There  are  large  communities  of  multi-cultural  groups 
and  refugees  in  these  cities. 

The  Regional  Director  oversees  community  services,  which  are 
provided  by  five  mental  health  service  areas  under  the  auspices 
of  five  Area  Directors. 

Inpatient  services  are  provided  at  both,  Danvers  State  Hospital, 
under  the  management  of  the  Chief  Operating  Officer,  and  a 
state  operated  community  mental  health  center  administered  by  the 
Area  Director.     Danvers  State  Hospital  has  a  capacity  of  131  and 
a  current  census  of  2  67.  Under  the  capital  development,  the 
hospital  will  include  acute,  transitional  and  specialty  beds. 
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Service  System  Configuration 


REGION  THREE 

Current  Model 
Service  Category  Capacity  Capacity 


ADULT  SERVICES 


Emergency 

Programs 

5 

5 

Case  Management 

Clients 

1,675 

3,840 

Outpatient 

Hours 

71,401 

105,996 

Day  Treatment 

Slots 

253 

261 

Clubhouse 

Programs 

2 

8 

Support  Programs 

Programs 

4 

8 

Supported  Empl 

Programs 

2 

5 

Residential 

Beds 

490 

1,574 

Family  Support 

Programs 

2 

5 

Inpatient , acute 

Beds 

95 

71 

Inpatient, other 

Beds 

220 

175 

CHILD/ADOLESCENT  SERVICES 

Inpatient  &  Residential 
Acute  Stabil  Beds 
Hospital/IRTP  Beds 
Group  Living  Beds 

Non-Residential 

Day  Treatment  Slots 

Home  Based  Slots 

Outpatient  Slots 

C  &  E  Slots 


Case  Management  Clients 


Current** 
Capacity 


Model  Capacity 
A*  B* 


3 
18 
65 


26 
26 
205 


26 
18 
110 


175 


512  421 
512  238 
2,049  1,865 

1,025  228 


*  A  =  Florida  Model 

B  «  North  Carolina  Model 
**  Some  service  types  currently  use  different  measures  of 
capacity,  so  some  figures  are  not  available  at  this  time. 
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Region  Four 


Region  IV  encompasses  the  suburban  area  to  the  immediate  north, 
west  and  south  of  Boston.     It  has  a  population  of  1,093,938 
adults  and  307,127  children.     There  are  60  cities  and  towns  in 
904  square  miles.     8.37%  of  the  population  live  in  rural  areas 
and    no  towns  have  less  than  1000  residents.     3.6%  of  the 
population  is  non-white  and  6.0%  live  below  the  poverty  level. 

The  three  largest  municipalities  are  Cambridge  with  96,714 
residents,  Quincy  with  83,926  residents  and  Newton  with  83,007 
residents.     There  are  large  concentrations  of  multi-cultural 
groups  and  refugees  in  the  cities  of  Cambridge  and  Somerville. 


The  Regional  Director  oversees  community  services  which  are 
provided  by  five  mental  health  service  areas  under  the  auspices 
of  five  Area  Directors. 

Inpatient  services  are  provided  at  Medfield,  Westboro  and 
Metropolitan  State  Hospitals,  each  managed  by  a  Chief  Operating 
Officer.     Region  IV  also  has  a  state  operated  mental  health 
center  with  an  inpatient  unit,  operated  by  an  Area  Director. 
Medfield  State  Hospital  has  a  capacity  of  179  and  a  current 
census  of  197;    Metropolitan  State  has  a  capacity  of  386  with  a 
current  census  of  404;  and  Westboro  State  Hospital  has  a  capacity 
of  378  with  a  current  census  of  299.     Under  the  capital  plan, 
these  hospitals  will  accommodate  acute,  transitional  and 
specialty  beds. 
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Service  System  Configuration 

REGION  FOUR 

UUi.  1  CilU 

iiuucx 

Service  Category 

ADTTT.T  SFRVTCF^! 

Em  g  to  en  c  v 

Procrrams 

J*.  J-  v~/       J-  CtlllkJ 

5 

Case  Management 

Clients 

4  i  Z  J  J 

Oii+Tia't"!  pa  n't" 

154  849 

121  009 

Day  Treatment 

Slots 

V 

Clubhouse 

Programs 

0 

8 

Support  Programs 

Proorams 

O 

Q 

Supported  Empl 

Programs 

11 

5 

Residential 

Beds 

564 

1,736 

Family  Support 

Programs 

3 

5 

Inpatient , acute 

Beds 

175 

274 

Inpatient , other 

Beds 

750 

410 

Current**      Model  Capacity 

CHILD/ADOLESCENT  SERVICES 

Capacity 

A*  B* 

Inpatient  &  Residential 

Acute  Stabil  Beds 

12 

24  25 

Hospital/IRTP  Beds 

13 

24  17 

Group  Living  Beds 

22 

193  104 

Non-Residential 

Day  Treatment      SI ots 

482  396 

Home  Based  Slots 

482  224 

Outpatient  Slots 

1,928  1,755 

C  &  E  Slots 

Case  Management  Clients 

187 

964  215 

*  A  =  Florida  Model 

17.77% 

B  «  North  Carolina 

Model 

**  Some  service  types 

currently 

use  different 

measures  of 

capacity,  so  some  figures  are 

not  available 

at  this  time. 
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Region  Five 


Region  V  encompasses  the  southeast  part  of  the  state  and  includes 
Cape  Cod  and  the  islands  of  Martha's  Vineyard  and  Nantucket.  The 
Region  has  a  population  of  861,668  adults  and  294,381  children 
with  an  area  of  1,808  square  miles.     There  are  69  towns  with  33% 
of  the  population  living  in  rural  areas  and  three  towns  with  less 
than  1000  residents.     3.85%  of  the  population  is  non-white  and 
9.19%  live  below  the  poverty  line. 

The  three  largest  cities  in  the  Region  are  Brockton  with  a 
population  of  109,228,     New  Bedford  with  a  population  of  104,421 
and  Fall  River  with  94,929  residents.     There  is  a  large  community 
of  refugees  in  Quincy.     Fall  River,  New  Bedford  and  Attleboro 
have  large  concentrations  of  both  refugees  and  multi-cultural 
groups . 

Inpatient  services  are  provided  at  Taunton  State  Hospital ,  under 
the  management  of  the  Chief  Operating  Officer,  and  two  state 
operated  mental  health  centers  in  Fall  River  and  Pocasset, 
managed  by  Area  Directors.     Taunton  State  Hospital  has  a  capacity 
of  270  and  a  current  census  of  322.     Under  the  capital  plan, 
Taunton  will  develop  acute,  transitional  and  specialty  units. 
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Service  System  Configuration 


REGION  FIVE 

Current  Model 
Service  Category  Capacity  Capacity 


ADULT  SERVICES 


Emergency 

Programs 

6 

6 

Case  Management 

Clients 

1,943 

3  ,  831 

Outpatient 

Hours 

54,985 

105,971 

Day  Treatment 

Slots 

91 

263 

Clubhouse 

Programs 

2 

10 

Support  Programs 

Programs 

3 

10 

Supported  Empl 

Programs 

4 

6 

Residential 

Beds 

531 

1,571 

Family  Support 

Programs 

1 

6 

Inpatient , acute 

Beds 

106 

141 

Inpatient , other 

Beds 

265 

176 

CHILD/ ADOLESCENT  SERVICES 

Inpatient  &  Residential 
Acute  Stab il  Beds 
Hospital/IRTP  Beds 
Group  Living  Beds 

Non-Residential 

Day  Treatment  Slots 

Home  Based  Slots 

Outpatient  Slots 

C  &  E  Slots 


Case  Management  Clients 


Current** 
Capacity 


Model  Capacity 
A*  B* 


7 
12 
22 


26 
26 
212 


27 
19 
114 


529 
529 


435 
246 


2,118  1,927 


161 


1,059  236 


*  A  =  Florida  Model 

B  -  North  Carolina  Model 
**  Some  service  types  currently  use  different  measures  of 
capacity,  so  some  figures  are  not  available  at  this  time. 
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Metro  Boston 


Metro  Boston  includes  the  urban  center  of  Boston  as  well  as  four 
abutting  towns.  The  population  includes  557,902  adults  and 
158,345  children.     The  entire  population  lives  in  urban  areas. 
25  %  of  the  population  is  non-white  and  18.4%  live  below  the 
federal  poverty  level.     Metro  Boston  has  large  concentrations  of 
multi-cultural  groups,  refugees  and  homeless  people.  The 
Department's  needs  assessment  indicates  that  22%  of  the  statewide 
need  for  mental  health  services  is  within  this  Region,  making  it 
the  highest  need  Region  in  the  state. 

Prior  to  1988,  Metro  Boston  was  divided  into  six  catchment  areas, 
each  corresponding  to  a  community  mental  health  center  that 
provided  inpatient,  emergency  services,  case  management,  day  and 
vocational  programs  and  other  community  support  services.  Since 
then,  the  areas  have  been  consolidated  into  one  Region  with 
centralized  management.     The  Region  now  maintains  four  mental 
health  centers  that  will  continue  to  offer  the  range  of  inpatient 
and  community  services.     Planning  is  underway  to  develop  a  Metro 
Boston  Resource  Center  which  will  be  a  specialized 
Inpatient/Residential  Center  providing  rehabilitation  services 
for  500  patients  of  the  Region. 

The  unmet  needs  of  this  urban  population  present  a  significant 
challenge  to  the  Department  and  special  attention  will  be 
addressed  to  these  needs  over  the  next  few  years. 
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Service  System  Configuration 

METRO  BOSTON 

Current 

Model 

Service  Category 

Capacity 

Capacity 

ADULT  SERVICES 

Emergency 

Programs 

4 

4 

Case  Management 

Clients 

925 

4 ,  987 

Outpatient 

Hours 

106, 042 

122,987 

Day  Treatment 

Slots 

188 

176 

Clubhouse 

Programs 

1 

4 

Support  Programs 

Programs 

6 

4 

Supported  Empl 

Programs 

2 

4 

Residential 

Beds 

531 

2,045 

Family  Support 

Programs 

2 

4 

Inpatient , acute 

Beds 

164 

308 

Inpatient, other 

Beds 

146 

200 

Current**      Model  Capacity 

CHILD/ ADOLESCENT  SERVICES 

Capacity 

A*  B* 

Inpatient  &  Residential 

Acute  Stabil  Beds 

10 

29  30 

Hospital/IRTP  Beds 

19 

29  21 

Group  Living  Beds 

18 

235  126 

Non-Residential 

Day  Treatment  Slots 

587  482 

Home  Based  Slots 

587  273 

Outpatient  Slots 

2,349  2,138 

C  &  E  Slots 

Case  Management  Clients 

213 

1,175  262 

*  A  =  Florida  Model 

B  «  North  Carolina 

Model 

**  Some  service  types 

currently 

use  different 

measures  of 

capacity,  so  some  figures  are 

not  available 

at  this  time. 
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CHAPTER  V:      SPECIALIZED  SERVICE  POPULATIONS 

The  Department  of  Mental  Health  recognizes  that  there  are  a 
number  of  persons  who  have  specialized  mental  health  needs  and 
has  made  a  commitment  to  address  the  needs  of  these  populations. 
The  Department  defines  its  special  populations  as  groups  that 
share  these  common  characteristics: 

♦  Populations  that  experience  significant  barriers  to 
accessing  traditional  mental  health  services. 

♦  Populations  with  a  need  for  some  specialized 
services . 

♦  Populations  that  are  traditionally  underserved  or 
inappropriately  served. 

♦  Populations  that  have  experienced  forced  migration 
with  a  history  of  extreme  and/or  multiple  trauma  or 
have  a  secondary  disability. 

Members  of  these  groups  must  also  meet  the  eligibility 
requirements  for  long  term  or  serious  mental  illness  as  described 
in  earlier  chapters. 


Services  for  these  populations  represent  a  balance  between 
accessible  mainstream  and  specialized  service  models.  Therefore, 
the  focus  of  program  development  for  these  populations  has  been 
directed  to  three  priority  issues: 

1)  Improving  access  to  the  existing  mental  health  services; 

2)  Providing  technical  assistance,  training  and  consultation 
to  mental  health  staff  on  the  needs  of  these  groups; 

3)  Development  of  specialized  services  where  appropriate  and 
practical . 
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A.  HOMELESS 

Homelessness  in  Massachusetts  affects  an  estimated  6,500  people  a 
night,  with  an  estimated  3,000  of  those  persons  being  single 
adults,   and  3,500  of  those  persons  being  members  of  the  1,000 
homeless  families  of  Massachusetts.     In  terms  of  shelter 
capacity,  Massachusetts  currently  has  2,795  beds  for  the  single 
adult  population,  and  temporary  accommodations  for  1,000  families 
-  half  of  those  in  hotels  or  motels,  and  half  of  those  in  state 
co-funded  shelters. 

DMH  conducted  a  point-in-time  estimate  survey  in  April,   1989,  to 
determine  some  of  the  characteristics  of  the  single-adult 
homeless  population.     In  particular,  the  Department  was 
interested  in  assessing  the  proportion  of  the  homeless  adult 
population  that  was  mentally  ill,  mentally  ill  with  substance 
abuse  problems,  or  substance  abusers  without  mental  illness. 
Estimates  were  made  by  DMH  Mental  Health  Shelter  Specialists,  and 
reflect  the  best  tools  available  at  the  time,  though  formal 
sampling  procedures  and  standardized  mental  health  evaluations 
were  not  applied  in  this  survey.     The  results  in  Table  Three  show 
that  17%  of  the  State's  single  adult  population  are  presumed  to 
have  a  major  mental  illness,  with  an  additional  16%  who  are 
presumed  to  have  both  a  major  mental  illness  and  a  substance 
abuse  problem.     Seventy  percent  (66%)  of  the  single  adults  were 
estimated  to  be  substance  abusers  without  a  major  mental  illness. 

Table  Three  shows  the  distribution  of  homeless  persons  estimated 
to  have  mental  health  problems  by  Region. 


TABLE  THREE: 

HOMELESS  PERSONS 

WITH  MENTAL 

ILLNESS 

A 

B 

C 

PERSONS 

MENTALLY 

MI/ 

SHELTERED 

ILL 

SA 

Region  One 

220 

23 

9 

Region  Two 

220 

32 

25 

Region  Three 

265 

8 

18 

Region  Four 

375 

109 

72 

Region  Five 

165 

15 

23 

Region  Six 

1>550 

310 

310 

Total 

2,795 

497 

457 
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The  Department  is  just  beginning  to  assess  both  the  numbers  and 
the  needs  of  the  mentally  ill  homeless  in  families.     Currently,  a 
DMH  psychological  profile  tool  is  being  developed  to  assess  the 
prevalence  of  serious  emotional  disturbance  and  the  prevalence  of 
developmental  delays  in  homeless  children.     A  1984  Massachusetts 
study  by  Bassuk,  Rubin  and  Lauriat  indicated  that,  although  there 
was  no  evidence  of  greater  incidence  of  severe  major  mental 
illness  in  homeless  families  than  in  settled  populations,  there 
was  evidence  of  abnormally  high  levels  of  severe  emotional 
disturbance  in  homeless  children.     Estimates  of  mental  illness  in 
both  children  and  adults  will  have  to  be  continually  updated  as 
measurement  procedures  are  improved. 


Services  for  the  Homeless  Mentally  111 

The  DMH  Shelter  Services  Policy,  developed  in  1988,  mandates  that 
each  Area  Office  have  in  place  a  Shelter  Services  Agreement  with 
each  shelter  program  in  their  catchment  area  describing  how 
clinical,  case  management,  crisis,  and  educational  services  will 
be  provided  to  that  shelter.     DMH  activities  in  this  area  will 
need  to  be  continually  refined  as  mental  health  service  needs  in 
the  shelters  change. 

Metro-Boston  Homeless  Services  Unit  is  unique  in  the  state  in 
that  it  has  three  Transitional  Residential  Treatment  Centers  for 
homeless  mentally  ill  people,  an  intensive  care  detox  center  for 
substance  abusing  homeless  mentally  ill  people,  a  Homeless 
Outreach  Team,  as  well  as  a  team  of  mental  health  shelter 
specialists  who  report  to  shelter  directors. 

In  order  to  be  effective  in  responding  to  the  mental  health  needs 
of  homeless  people  in  Massachusetts  it  is  necessary  for  DMH  to 
continue  to  strengthen  its  work  with  other  human  service  agencies 
in  the  state.     Young  children,  especially,  are  subject  to 
psychological  trauma  that  may  be  lifelong  when  experiencing  the 
effects  of  homelessness,  poverty,  and  social  disintegration.  It 
is  imperative  that  the  Department  focus  its  resources  on  multi- 
dimensional interventions  needed  to  prevent  such  severe 
psychological  damage. 

The  state  receives  federal,  NIMH  administered,  Homeless  Services 
Block  Grant,  which  funds  Master's  level  clinicians  (19  FTE's)  who 
work  at  shelter  sites  across  the  state,  serving  both  individual 
and  family  shelters. 
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Future  Objectives: 

♦  Develop  a  research  database  on  the  mental  illness 
incidence  in  homeless  populations. 

♦  Gather  information  about  and  prepare  a  report  on  psycho- 
social aspects  of  homeless  children  and  families. 

♦  Prevent  homelessness  of  mentally  ill  adults  on  DMH 
inpatient  units,  through  staff  training  on  specialized 
discharge  planning. 

♦  Work  closely  with  the  DMH  Housing  Office  to  design 
successful  permanent  housing  alternatives  for  homeless 
mentally  ill  people. 

♦  Develop  effective  social  support  systems,  based  on 
rehabilitation  principles,   for  those  who  are  homeless  and 
severely  mentally  ill. 

♦  Work  closely  with  the  Executive  Office  of  Human  Services 
Homeless  Services  Interagency  Committee  to  strengthen  the 
programming  in  generic  shelters  to  help  homeless  mentally 
ill  people  move  from  shelters  into  the  DMH  formal  services 
system. 

♦  Continue  efforts  to  add  resources  to  the  Metro-Boston  DMH 
Homeless  Services  Unit,  both  in  the  form  of  coordinated 
planning  and  concrete  program  building. 


B.     MULTI-CULTURAL  GROUPS 
Prevalence 

These  traditional  minorities  include  African-Americans,  Latinos, 
Asians  and  Native  Americans.     The  Department  recognizes  the  need 
for  an  increased  effort  to  ensure  access  to  appropriate  services 
for  these  communities,  as  well  as  increased  representation  from 
these  communities  in  planning  and  advocacy  efforts. 

Prevalence  estimates  are  not  specified  although  they  are  being 
studied  nationally  as  part  of  the  ECA  follow-up.  It  can  be 
assumed  that  prevalence  rates  for  these  groups  are  at  least  equal 
to  the  general  population.  Perhaps  more  important  than  the 
prevalence  question  is  one  of  access  to  public  sector  mental 
health  services.  To  the  extent  that  multi-cultural  groups  are 
excluded  from  economic  advantages  in  the  community,  they  will 
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need  to  rely  more  on  the  public  (i.e.   DMH)   service  sector  for 
mental  health  services. 

Table  Four,  Column  A,  shows  the  distribution  of  ethnic  and  racial 
minorities  in  Massachusetts  by  Region,  as  reported  in  the  1980 
Census.     Unfortunately  there  is  no  way  to  estimate  these  groups 
with  more  current  data,  pending  the  1990  census.  Column  B  shows 
the  proportion  of  multicultural  groups  registered  in  the 
Department's  client  information  system.  Those  clients  registered 
are  considered  to  be  a  representative  sample  of  all  clients  in 
the  service  system. 
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TABLE  FOUR:     MULTI -CULTURAL  COMPOSITION  BY  REGION 


ONE 


TWO 


THREE 


FOUR 


FIVE 


SIX 


(Percent  of  Total) 


REGION 


STATEWIDE 


1980 
POP 


B* 

CLIENTS 
REGISTERED 


White 

92.17% 

83.40% 

Black 

3.93% 

10.20% 

Latino 

1.12% 

3.95% 

Asian 

0.42% 

0.41% 

Nat  Amer 

0.01% 

0.14% 

Other 

2.35% 

1.90% 

White 

95.66% 

92.17% 

Black 

1 .39% 

2.24% 

Latino 

1.30% 

3.05% 

Asian 

0.44% 

0.71% 

Nat  Amer 

0.14% 

0.00% 

Other 

1 .07% 

1.83% 

White 

96.07% 

89.72% 

Black 

0.98% 

2.30% 

Latino 

1.21% 

4.29% 

Asian 

0.46% 

1.45% 

Nat  Amer 

0.09% 

0.18% 

Other 

1 .19% 

2.06% 

White 

95.43% 

90.37% 

Black 

1 .61% 

5.29% 

Latino 

1 .00% 

1.75% 

Asian 

1.17% 

0.69% 

Nat  Amer 

f\  fin*/ 
0.09% 

0.05% 

Other 

0.69% 

1.85% 

White 

Ar     m  f\mJ 

95 . 1 D* 

89.42* 

Black 

1 .  48a 

2.9Z% 

Latino 

1.11% 

1.30% 

Asian 

0.33% 

0.52% 

Nat  Amer 

0.22% 

0.21% 

Other 

1.76% 

5.63% 

White 

72.85% 

44.53% 

Black 

17.57% 

42.23% 

Latino 

2.77% 

7.36% 

Asian 

2.58% 

1.27% 

Nat  Amer 

0.20% 

0.23% 

Other 

4.03% 

4.37% 

White 

92.29% 

84.65% 

Black 

3.72% 

8.17% 

Latino 

1.33% 

3.13% 

Asian 

0.86% 

D.84% 

Nat  Amer 

0.12% 

0.14% 

Other 

1.67% 

3.07% 

*  Sample  of  clients  registered  in  Client  Information  System  as  of  8/89 
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Services  for  Multi-cultural  groups 

In  the  past  year,  there  have  been  major  efforts  to  increase 
cultural  competence  among  clinicians  and  providers  through 
consultation  on  issues  such  as  cross-cultural  values,  treatment 
planning  and  diagnostic  assessment.     A  descriptive  analysis 
project  was  started  to  identify  service  gaps  and  workforce 
composition  as  they  relate  to  multi-cultural  populations.  This 
project  will  provide  the  Department  with  valuable  data  on  which 
to  base  future  planning  efforts.     In  addition  a  resource 
directory  was  developed  that  provides  a  comprehensive  listing  of 
all  public  and  private  agencies  that  serve  multi-cultural  groups. 
The  Department  has  also  begun  to  focus  on  multi-cultural  issues 
among  children  and  adolescents  through  participation  in  the  CASSP 
minority  initiative.     Multi-cultural  access  to  mental  health 
services  is  a  significant  concern  that  the  Planning  Committee  and 
subcommittees  will  address. 

Programs  specific  to  minority  communities  include: 

♦  Specialized  community  outpatient  and  support  services  for 
Asians  and  Hispanics  in  Metropolitan  Boston. 

♦  A  psycho-social  rehabilitation  clubhouse  for  mentally  ill 
Hispanic  persons  in  the  Boston  Area. 

♦  A  family  support  program  for  the  Hispanic  community. 

♦  In-service  training  on  cross-cultural/cross-ethnic  mental 
health  service  delivery  to  mental  health  staff  in  both 
community  programs  and  the  hospitals. 

♦  Increased  utilization  of  the  interpreter  contract  to 
improve  access  for  many  non-English  speaking  persons  in  need 
of  mental  health  care. 


Focus  for  the  future 

The  focus  for  planning  efforts  during  this  next  year  will  be: 

♦  Increased  representation  of  multi-cultural  groups  in  the 
workforce. 

♦  Support  of  the  CAASP  minority  initiative,  through 
education  and  training  among  providers. 

♦  Increased  provision  of  mental  health  services  by  multi- 
cultural providers. 
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♦  Continued  cross-cultural  training  of  mental  health  staff 
and  identification  of  barriers  to  access  by  traditional 
multi-cultural  groups. 

♦  Involvement  of  multi-cultural  persons  in  a  variety  of 
advisory  roles  including  the  Planning  Committee  and  its 
subcommittees . 


C.      REFUGEES  AND  IMMIGRANTS 
Prevalence 

Since  1979  Massachusetts  has  been  identified  as  one  of  the  top 
ten  states  in  terms  of  the  number  of  refugees  resettled. 
Southeast  Asians  (primarily  Cambodian  and  Vietnamese)  and 
Haitians  represent  the  largest  refugee  groups  in  the  state. 
Recent  estimates  of  Southeast  Asian  refugees  in  Massachusetts 
range  from  39,500   (Massachusetts  Office  of  Refugee  Resettlement, 
1988)   to  4  6,850   (Massachusetts  Department  of  Public  Health, 
1988)  .     Although  concrete  demographic  information  on  the  Haitian 
population  is  not  yet  available,   it  is  generally  reported  that 
there  are  between  50,000  and  60,000  Haitians  residing  in 
Massachusetts.     Other  groups  with  smaller  populations  include 
African,  Middle  Eastern,  and  Eastern  European  immigrants. 

Most  of  these  groups  have  had  to  flee  their  countries  of  origin 
for  fear  of  persecution  or  discrimination.     They  arrive  in  the 
United  States  to  face  cultural  and  linguistic  barriers.  In 
addition,  their  past  experiences  make  them  vulnerable  to  post 
traumatic  stress  symptoms.     These  groups  show  higher  rates  of 
serious  mental  illness  than  the  general  population. 

A  prevalence  estimate  of  14.4%  for  Southeast  Asian  refugees 
needing  mental  health  services  has  been  used.  This  number  is 
taken  from  a  recent  major  study  of  refugee  mental  health 
conducted  in  California:  The  California  Southeast  Asian  Mental 
Health  Needs  Assessment  by  Elizabeth  Gong-Guy,  1987.  It  should  be 
considered  as  preliminary.     Studies  of  other  immigrant  groups  may 
yield  more  reliable  estimates,  and  the  numbers  will  be  revised  as 
better  data  become  available.     In  Massachusetts,  the  movement  of 
refugees  and  immigrants  is  so  rapid  that  only  cities  of  highest 
concentrations  are  represented. 
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Table  Five  shows  the  statewide  estimated  numbers  of  refugees  in 
Massachusetts,  by  nationality,  risk  status,  and  population 
concentration.     Data  are  based  on  estimates  from  the  DMH  Refugee 
Assistance  Program,  the  Massachusetts  Office  of  Refugees  and 
Immigrants,  and  the  Department  of  Public  Health  Refugee  health 
program. 


TABLE  FIVE:  REFUGEE  AND  IMMIGRANT 

GROUPS 

ESTIMATED 

ESTIMATED 

GROUP 

POPULATION 

PREVALENCE* 

A  WD  /"\TNT  A  XT 

Lowell 

22,000 

3,168 

Lynn 

^  f\(\C\ 

5 ,  UUU 

432 

Revere 

2,000 

288 

Chelsea 

2,000 

288 

Greater  Boston 

5,000 

720 

Western  Massachusetts 

1,000 

144 

Attleboro 

1,000 

144 

Fall  River 

12,000 

1,728 

VIETNAMESE 

Greater  Boston 

12 , 000 

1,728 

Worcester 

10,000 

1,440 

Western  Massachusetts 

700 

101 

Lawrence 

1,800 

259 

Lowell 

1,500 

216 

North  Shore 

1,000 

144 

LAOTIAN  (statewide) 

7,027 

1,012 

HAITIAN* 

50,000 

2,670 

CENTRAL  AMERICAN* 

30 , 000 

1,602 

OTHER* 

4,385 

234 

Total 

166,412 

16,318 

*Prevalence  estimate  of  14.4%  is  for  Southeast  Asian  Groups 
Others  estimated  at  5.34% 
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Services  for  Refugees  and  Immigrants 

This  past  year  DMH  conducted  a  comprehensive  needs  assessment  of 
these  refugee  groups  and  prepared  a  report  outlining  the  most 
significant  mental  health  needs  in  these  communities.     The  report 
outlines  the  factors,   including  histories  of  extreme  trauma, 
which  contribute  to  the  critical  need  for  culturally  and 
linguistically  appropriate  mental  health  services  for  these 
communities . 

In  1989,   $717,400  in  state  funds  were  directed  to  programs 
serving  Southeast  Asians  and  Haitians.     These  funds  supported 
contracts  for  cultural/linguistic  appropriate  outpatient  and 
support  services  in  Metropolitan  Boston,   Cambridge/Somerville , 
Lowell,  Lynn  and  other  areas  in  Eastern  Massachusetts. 
Approximately  seven  full-time  bi-lingual/bi-cultural  staff  have 
been  hired  to  work  in  case  management  units  or  DMH  inpatient 
units.     In  addition,  the  Department  continues  to  allocate  funds 
for  interpreter  services  and  has  established  an  interpreter 
blanket  contract  which  may  be  accessed  for  persons  requiring 
language  interpreters  in  order  to  receive  mental  health  services. 


Focus  for  the  Future 

Future  planning  for  refugee/ immigrant  populations  will  focus  on 
the  following: 

♦  Availability  of  specialized  bi-lingual/bi-cultural  mental 
health  services  in  targeted  areas; 

♦  Availability  of  trained  bi-lingual/bi-cultural  mental 
health  staff; 

♦  Appropriate  resources  and  training  on  cross-cultural 
issues  and  trauma  issues  for  mental  health  staff; 

♦  Information  about  mental  illness  and  mental  health 
services  will  be  available  in  different  languages; 

♦  Increased  participation  by  local  refugee/ immigrant  leaders 
and  organizations  in  planning  and  advocating  for  mental 
health  services. 
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D.      DEAF  AND  HARD  OF  HEARING 
Prevalence 

Deaf  and  hard  of  hearing  persons  have  difficulty  understanding 
spoken  communication  because  of  auditory  impairments.     Hard  of 
hearing  persons  can  understand  speech  (with    amplification) , 
while  Deaf  persons  cannot  understand  speech  with  or  without  a 
hearing  aid.     These  persons  need  assistance  to  ensure  access  to 
appropriate  mental  health  services. 

Table  Six  shows  deaf  and  hard  of  hearing  population  estimates 
based  on  1980  census  data,  by  Region,  and  by  estimated  prevalence 
of  mental  health  problems.     Prevalence  estimates  were  based  on 
the  adult  population  rates  to  establish  minimal  levels  of 
prevalence  for  mental  health  problems.     The  actual  figure  may  be 
higher,  and  should  be  adjusted  if  data  becomes  available. 


TABLE  SIX: 

DEAF  AND 

HARD  OF 

HEARING 

HEARING 

1990 

HARD  OF 

IMPAIRED  PREVALENCE 

REGION 

POPULATION 

DEAF 

HEARING 

TOTAL  Est 

.  @.98% 

Region  One 

804,751 

5,426 

40,964 

46,390 

455 

Region  Two 

704,610 

4,751 

35,867 

40,617 

398 

Region  Three  1,130,836 

7,624 

57,563 

65,187 

639 

Region  Four 

1,401,065 

9,446 

71,319 

80,765 

791 

Region  Five 

1,156,049 

7,794 

58 , 846 

66,641 

653 

Region  Six 

735,531 

4,959 

37,441 

42,400 

416 

Statewide 

5,932,842 

40,000 

302,000 

342 , 000 

3,352 

Services  for  the  Deaf 

DMH  currently  provides  specialized  inpatient,  outpatient,  day  and 
residential  services  for  deaf  mentally  ill  persons. 

♦  The  inpatient  unit  is  a  10  bed  acute  unit  providing 
evaluation  and  treatment  within  a  signing  milieu. 

♦  A  psychosocial  rehabilitation  clubhouse  program  serves 
deaf  clients  in  one  Region. 
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♦  Specialized  outpatient  services  are  provided  by  signing 
clinicians  in  three  Regions. 

♦  Two  residential  programs,  totaling  10  beds,  are  available 
for  deaf  individuals  requiring  a  supportive  and  structured 
living  environment. 

♦  Funding  for  sign  language  interpreters  has  been  made 
available  for  deaf  clients  needing  such  assistance, 
particularly  in  emergency  situations. 

During  this  past  year  DMH  sponsored  a  series  of  seminars  to 
provide  in-service  training  to  staff  on  issues  of  mental  health 
service  delivery  to  deaf  individuals. 

Focus  for  the  Future 

Through  collaborative  efforts  of  deaf  advocates,  representatives 
from  other  state  agencies  and  staff  from  DMH  an  action  plan  for 
future  development  of  appropriate  services  was  developed.  The 
goals  for  the  next  year  will  be: 

♦  Increase  inter-agency  collaboration  to  plan  for  future 
needs  of  seriously  emotionally  disturbed  or  mentally  ill 
deaf  adolescents  and  young  adults, 

♦  Increase  effort  to  address  the  case  management  needs  of 
deaf  clients. 

♦  Develop  Regional  task  forces  involving  DMH  and  other 
agencies  to  assess  needs,  provide  training  and  improve 
service  delivery  to  deaf  and  hard  of  hearing  clients. 


E.     GERIATRIC  POPULATION 
Prevalence 

Persons  over  the  age  of  sixty-five  are  often  particularly 
vulnerable  and  in  need  of  specialized  services  and  settings.  In 
addition,  symptoms  associated  with  advanced  age  may  resemble  and 
be  mistaken  for  symptoms  of  serious  mental  illness.  Therefore, 
special  care  must  be  taken  to  ensure  elderly  persons  receive  the 
services  most  appropriate  for  their  needs. 

Table  Seven  shows  the  elder  population  by  Region,  and  the 
prevalence  of  mental  health  problems  based  on  data  from  the  1978 
Presidential  Commission  on  Mental  Health. 
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TABLE  SEVEN:   ELDER  PREVALENCE 


REGION 


A 

1990  65+ 
POPULATION 


B 
25% 
AT  RISK 


C 

1.25% 
SEVERE  MI 


Region  One 
Region  Two 


120,133 
96,168 
159,819 
182,625 
117,456 
80,298 


30,033 
24,042 
39,955 
45,656 
29,364 
20,075 


1,502 
1,202 
1,998 
2,283 
1,468 
1,004 


Region  Three 


Region  Four 
Region  Five 
Region  Six 


Statewide 


756,499  189,125 


9,456 


Services  for  Geriatrics 

In  December,   1988  DMH  appointed  a  Coordinator  of  Geriatric 
Services  as  a  result  of  growing  recognition  for  increased 
attention  to  the  mental  health  needs  of  the  Massachusetts 
geriatric  population.     Throughout  the  spring  there  has  been  a 
significant  focus  on  the  identification  of  existing  specialized 
and  mainstream  services  which  address  the  mental  health  needs  of 
the  elderly.     Prior  to  this  effort  there  was  no  systematic 
mechanism  in  place  for  identifying  current  resources  targeted  to 
this  population.     As  part  of  this  study  DMH  is  also  identifying 
critical  unmet  needs  of  mentally  ill  elderly  in  Massachusetts. 
This  initiative  will  result  in  a  report  profiling  the  available 
mental  health  services  and  needs  of  this  population.     The  report 
will  serve  as  the  basis  for  future  planning. 

DMH  has  also  been  collaborating  with  other  state  agencies  to 
address  the  multi-faceted  needs  of  this  population.     An  inter- 
agency agreement  with  the  State  Executive  Office  of  Elder  Affairs 
outlines  a  framework  for  collaboration  between  the  two  agencies. 

Focus  for  the  Future 

The  focus  for  planning  efforts  during  this  next  year  will  be: 

♦  Development  of  appropriate  day  and  residential  program 
models  for  this  population. 
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♦  Research  into  those  factors  which  affect  successful 
community  placement  of  previously  hospitalized  mentally  ill 
elders . 

♦  Identify  need  for  staff  trained  in  psycho-geriatric 
services. 


F.     MEDICALLY  INVOLVED  PERSONS 
Definition 

Medically  involved  persons  are  defined  by  legislative  mandate  as 
individuals  in  DMH  inpatient  units  who  require  chronic  disease  or 
rehabilitative  hospital  services,  or  skilled  or  intermediate 
nursing  care  services,  regardless  of  that  person's  need  to  have 
those  services  provided  in  an  institutional  setting.  The  law 
requires  that  individual  service  plans  are  completed  for  these 
individuals . 

Since  the  persons  qualifying  for  medically  involved  status  in  the 
Department  has  been  determined  by  legislative  mandate,  the  number 
of  persons  in  this  category  is  more  easily  determined,  and 
limited  to  a  narrower  range  of  persons,  than  other  populations 
with  special  service  needs.     At  any  point  in  time,  there  are  a 
specific  number  of  individuals  that  fit  within  the  legislative 
description. 
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Table  Eight  provides  figures  from  the  most  recent  census. 


TABLE  EIGHT:  MEDICALLY  INVOLVED  PERSONS 

FACILITY                        MEDICALLY  INVOLVED 

Northampton 

5 

Taunton 

27 

Metropolitan 

23 

Danvers 

12 

Medfield 

14 

Westboro 

103 

Worcester 

31 

Bay  Cove 

7 

Mass  Mental 

20 

Fuller 

9 

Lindemann 

5 

Pocasset 

3 

Total 

274 

Services  for  Medically  Involved  Persons 

Significant  effort  has  been  directed  during  this  past  year  to 
develop  appropriate  placement  alternatives  for  individuals  who 
are  medically  involved.     DMH  has  been  working  with  other  state 
agencies  (Executive  Office  of  Human  Services,  Department  of 
Public  Health)  to  develop  appropriate  service  alternatives  for 
these  individuals.     In  most  cases,     the  medical  needs  of  these 
individuals  have  become  primary  and  their  psychiatric  condition 
has  stabilized.     However,  there  are  a  significant  number  who  have 
both  substantive  medical  and  psychiatric  service  needs.  During 
this  past  year  DMH  established  a  comprehensive  data  base,  which 
is  updated  on  a  monthly  basis,  to  better  track  and  plan  for  this 
population. 


Focus  for  the  Future 

The  primary  focus  for  this  population  during  the  coming  year  will 
be  on  the  development  of  appropriate  community  residential 
alternatives  for  those  individuals  who  require  an  intermediate 
level  of  nursing  care.     Another  significant  initiative  will  be 
the  continued  work  with  private  hospitals  to  develop  long-term 
care  alternatives  for  this  population. 
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G.     MENTALLY  ILL  SUBSTANCE  ABUSERS 
Prevalence 

Dual  diagnosed  mentally  ill  substance  abusers  are  increasingly 
recognized  as  having  specialized  service  needs  which  must  be 
adequately  met.     Standardized  data  are  not  available  to  show  the 
size  of  this  population  in  Massachusetts.     Clinical  observations 
indicate  that  40-60%  of  clients  admitted  to  inpatient  facilities 
have  substance  abuse  problems.     However,  the  prevalence  among 
long  term  or  seriously  mentally  ill  clients  in  the  community  is 
unknown  at  this  time. 

Analysis  of  data  from  the  NIMH  epidemiological  catchment  area 
survey  of  the  general  population  indicates  that  about  17%  of 
people  who  have  a  long  term  or  serious  mental  illness  also  have  a 
substance  abuse  disorder.     Estimates  of  the  number  of  clients  in 
this  group  using  the  17%  figure  are  given  in  Table  Eight. 
However,  these  numbers  are  likely  to  substantially  underestimate 
this  group. 


TABLE  NINE:  MENTALLY  ILL  AND  SUBSTANCE  ABUSE 


ESTIMATED 
1990  DUAL 


REGION 

POPULATION 

DIAGNOSED 

Region  One 

804,751 

1,309 

Region  Two 

704,610 

1,146 

Region  Three 

1,130,836 

1,840 

Region  Four 

1,401,065 

2 , 279 

Region  Five 

1,156,049 

1,881 

Region  Six 

735,531 

1,197 

Statewide 

5,932,842 

9,652 

Services  for  Mentally  111  Substance  Abusers 

Currently,  services  for  mentally  ill  substance  abusers  are 
integrated  with  other  mental  health  services.     For  the  future, 
DMH  will  be  focusing  on  developing  distinct  services  for  this 
population,  based  on  fiscal  resources.     DMH  is  already  working  in 
collaboration  with  the  Department  of  Public  Health  to  address  the 
needs  of  this  group. 
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H.     MENTALLY  ILL  PATIENTS  WITH  AIDS 

The  Department  of  Mental  Health  has  and  will  continue  to  provide 
mental  health  care  for  our  priority  clients  who  have  AIDS  or 
HIV+.     Among  the  Massachusetts  human  service  state  agencies,  the 
Department  of  Public  Health  has  the  primary  responsibility  for 
planning  a  service  system  for  people  with  AIDS.     However,  DMH  has 
taken  a  number  of  steps  to  address  the  policy  and  programmatic 
issues  related  to  AIDS  within  the  DMH  population  including 
extensive  and  ongoing  training  for  staff  on  AIDS  and  AIDS 
education  and  adopting  universal  precautions  in  all  inpatient 
facilities.     In  addition,  the  Department  has  applied  for  a 
research  grant  to  study  AIDS  prevalence  among  psychiatric 
inpatient  populations.     Finally,  the  Department  is  in  the  process 
of  developing  a  plan  that  will  respond  to  the  new  Center  for 
Disease  Control's  recommendations  on  Azidothymidine  (AZT) 
prophylactic  treatment. 


122 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health  September  1989 


CHAPTER  VI:     MANAGEMENT  IMPROVEMENTS 


123 


COMPREHENSIVE  MENTAL  HEALTH  SERVICE  PLAN 


Massachusetts  Department  of  Mental  Health 


September  1989 


CHAPTER  VI:      MANAGEMENT  IMPROVEMENTS 
A.      HUMAN  RESOURCES 

The  quality  of  mental  health  services  is  dependent  on  the 
competence,  commitment,  and  values  of  those  who  provide  them. 
Mental  health  services  are  highly  labor  intensive  with 
approximately  85%  of  costs  associated  with  personnel  and 
personnel-related  expenditures. 

The  purpose  of  the  Human  Resource  unit  within  the  Department  is 
to  support  the  staff  levels  and  effectiveness  of  personnel  in 
delivering  mental  health  services.     Human  resource  development 
includes  a  range  of  key  management  functions:     planning  and 
evaluation;  workforce  management  and  forecasting;  education  and 
training;  recruitment  and  regulations. 


1.  Today1 s  Workforce/  Future  Trends 

Several  factors  are  currently  affecting  the  Department's 
workforce.     In  Massachusetts,  there  has  been  tremendous  growth  in 
the  service  sector  of  the  economy,  especially  in  human  services. 
Between  1981-1985,  the  social  service  sector  grew  39.2%.  Second, 
overall  unemployment  has  reached  low  levels.     Third,  over  the 
next  five  years,  there  will  be  a  28.6%  decline  in  the  number  of 
young  adults  entering  the  workforce.     The  decrease  in  the  size  of 
the  labor  market  and  the  increasing  competition  for  employees 
from  both  public  and  private  service  sectors  necessitates  that 
the  Department  take  decisive  action  in  regard  to  the  recruitment, 
retention,  utilization,  and  training  of  its  human  resources. 

Although  statistics  regarding  the  human  service  workforce  are 
limited,  the  Center  for  Labor  Market  Studies  at  Northeastern 
University  and  the  Massachusetts  Department  of  Employment  and 
Training  have  identified  the  following: 

♦  The  human  service  industry  in  Massachusetts  is 
experiencing  a  high  job  vacancy  rate  comparable  to  the 
problems  faced  by  high  technology  in  the  late  1970 's. 

♦  In  1985,  mean  annual  earnings  for  individuals  with  16 
or  more  years  of  schooling  employed  in  the  social 
services  were  42%  less  than  the  mean  for  similar 
individuals  in  business  or  professional  services. 
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♦  The  majority  of  human  service  jobs  surveyed  are 
considered  "hard  to  fill,"  remaining  vacant  for  30  days 
or  longer. 

♦  Annual  staff  turnover  rates  in  state-funded  agencies 
have  reached  a  high  of  90%. 

♦  Assuming  the  continuation  of  current  turnover  rates, 
estimates  show  that  staff  replacement  needs  over  the 
next  few  years  will  be  extraordinary. 

Other  demographic  factors  are  affecting  mental  health  system's 
ability  to  recruit,  retain,  train,  and  develop  the  workforce. 

♦  The  workforce  is  aging.  Nationally,  one  half  of  all 
workers  will  be  ages  35  to  50  by  1997. 

♦  Older  workers  require  new  career  options  to  keep  them 
interested  and  productive. 

♦  Approximately  half  of  the  national  workforce  will  soon 
be  women,  with  increasing  numbers  of  single  parents  and 
working  mothers. 

♦  Wider  career  options  have  reduced  the  numbers  of 
traditionally  female  dominated  professions.  For 
example,  nursing  school  applications  declined  33.4% 
from  1974  to  1985. 

♦  It  is  projected  that  90%  of  people  seeking  newly 
created  jobs  will  be  women,  minorities  and  immigrants. 

♦  In  the  next  ten  years,  Asian,  Hispanic,  and  African- 
Americans  will  comprise  a  large  segment  of  the 
population.     More  minority  workers  will  be  required  to 
respond  to  those  minority  groups  seeking  mental  health 
services. 

♦  Consumers/ ex-patients,  families,  and  advocates  are 
playing  a  larger  role  in  policy  planning  and  service 
delivery. 


2.    Human  Resource  Goals 

Given  the  nature  of  these  changes,  the  Department  will  develop  a 
more  focused  and  comprehensive  human  resource  approach  than  has 
been  previously  undertaken. 
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The  mission  of  the  Department  in  the  area  of  human  resources  is 
to  attract,  develop,   and  retain  personnel  and  serve  them  through 
the  provision  of  financial  and  personal  supports,  technical  and 
clinical  education,  and  information  that  affects  present  and 
future  client  services. 


An  expanded  and  redesigned  comprehensive  based  mental  health 
system  requires  competent,  committed,  and  caring  professionals  in 
appropriate  numbers.     Therefore,  plans  and  goals  for  these 
systems  must  integrate  human  resource  management  concerns.  In 
order  to  fulfill  this  mandate,  DMH  has  established  the  following 
goals,  which  are  in  varying  degrees  of  implementation: 


♦  To  implement  cost  containment  measures  to  reduce 
personnel  related  costs  such  as  overtime,  industrial 
accident  payments,  and  direct  care  temporary  services. 

♦  To  reduce  the  turnover  and  vacancy  rates  of  state  and 
contract  providers  through  coordinated  recruitment  and 
retention  strategies. 

♦  To  develop  human  resource  management  information 
systems  to  expand  the  human  resource  data  base  and 
monitor  personnel  actions  and  related  costs. 

♦  To  identify  strategies  to  develop  training  and 
education  for  employees  through  the  increased 
utilization  of  existing  staff  and  collaborations  with 
other  divisions,  external  agencies,  and  associations. 

♦  To  access  historically  untapped  labor  pools  including 
the    training  and  employment  of  consumers  as  mental 
health  service  providers. 

♦  To  work  with  state  government,  union,  and  community 
service  providers  to  expand  benefits  and  improve 
working  conditions. 


Personnel  Management  Information  Systems 

Initial  efforts  have  been  geared  toward  developing  management 
information  systems  for  state  employees.     The  first  step  has  been 
to  better  utilize  the  information  contained  in  the  Commonwealth 
Personnel  Management  Information  System  (PMIS) .     The  PMIS 
delineates  personnel  actions  (hiring,  promotion,  termination)  and 
cost  containment  concerns  (sick  leave,  injury  payment,  overtime) . 
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The  reports  are  consistently  collected  and  provided  to  the 
responsible  manager.     Likewise,   information  regarding 
classifications,  wage  increases,  benefit  utilization,  and  labor 
actions  have  afforded  managers  the  opportunity  to  review  labor 
movement  in  field  operations.     Affirmative  Action/EEO  statistics 
are  also  updated  on  a  regular  basis.     It  has  become  apparent  that 
the  Department  is  acquiring  a  more  diverse  workforce  with 
increased  numbers  of  employees  of  color,  women,  and  linguistic 
minorities.     This  trend  reflects  national  projections. 

The  next  step  is  to  expand  the  PMIS  data  base  to  include  more 
individualized  personnel  data.     Educational  achievement,  mental 
health  specialty,  training  opportunities,  and  previous  work 
experience  need  to  be  added  to  the  PMIS  fields.     This  information 
coupled  with  the  existing  data,  will  allow  operation  managers  to 
better  select,  utilize,  and  retain  employees. 


Industrial  Accident  Containment 

Injury  to  workers  on  the  job  (industrial  accident)  has  become  an 
increasing  personnel  expenditure  .     In  FY '89,  the  Department 
spent  $1.5  million  in  worker  compensation,  which  represents  only 
10%  of  the  actual  expenditure.     The  Public  Employee  Retirement 
Administration  pays  the  first  90%  of  claims.     The  cost  of 
industrial  accidents   (IA)   is  expected  to  rise  between  50  and  75% 
in  FY' 90. 

In  response  to  the  costs,  the  Divisions  of  Human  Resources  and 
Hospital  Management  and  selected  community  mental  health  centers 
has  initiated  an  IA  cost  containment  strategy.     The  strategy  has 
two  components:     One,  to  support  injured  workers  to  return  to 
their  jobs  as  soon  as  they  are  capable.     Two,  to  reduce  the 
number  of  injuries  through  risk  management  and  eliminating 
injuries  due  to  client  behavior.     It  is  anticipated  that  future 
IA  costs  can  be  reduced  by  40%  the  first  year.     The  Industrial 
Accident  Containment  Program  is  expected  not  only  to  reduce  the 
numbers  and  length  of  injury,  but  also  to  reduce  overtime  costs 
and  burn-out  related  turnover. 


3.  Consumer  Involvement 

Consumers,  including  families,  are  becoming  a  major  force  in 
mental  health  policy,  service  planning,  service  delivery,  and  the 
perception  of  mental  illness.     The  National  Alliance  for  the 
Mentally  111,  Massachusetts    and  other  national  organizations, 
such  as  the  National  Institute  of  Mental  Health  and  HRD  groups, 
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are  emphasizing  the  use  of  present  and  past  clients  as  part  of 
the  workforce. 

The  emergence  of  consumers  as  partners  in  the  development  and 
provision  of  mental  health  services,   is  fortunate  given  the 
diminishing  workforce  and  the  degree  of  success  already 
demonstrated  by  consumer-run  community  support  programs.     It  is 
the  Department 1 s  intention  to  work  with  consumer  groups  to 
establish  more  consumer  run  programs  and  to  recruit  consumers 
into  the  mental  health  workforce.     Presently,  the  HR  Division  and 
the  Community  Programs  Division  and  the  Human  Resource 
Association  of  the  Northeast  are  piloting  a  consumer  workforce 
participation  project.     The  purpose  of  the  project  is  to  develop 
strategies  to  facilitate  the  hiring  of  consumers  and  to  promote 
the  development  of  consumer-run  program  alternatives.     The  pilot 
will  address  the  dual  concerns  of  consumer  participation  and 
expanding  the  labor  pool. 


4.  Client  Population  Changes 

The  population  of  people  needing  services  is  rapidly  changing 
with  increasing  numbers  of  linguistic  and  cultural  minorities  and 
new  immigrants.     Responses  to  their  mental  health  problems 
require  staff  who  are  indigenous  to  the  culture  or  language;  and 
for  those  staff  who  are  outside  the  culture,  special  sensitivity, 
training,  and  education. 

Cultural  diversity  in  the  workforce  is  becoming  increasingly 
important  throughout  the  policy-making  and  operations  of  the 
department.     The  increase  in  the  state's  Haitian,  Southeast 
Asian,  and  Hispanic  communities  necessitates  the  development  of 
mental  health  services  geared  toward  their  cultural  and 
linguistic  difference.     At  present,  the  Department  has  projected 
the  number  of  multi-cultural  persons  who  need  mental  health 
services.     However,  because  the  program  models  are  not  fully 
articulated,  we  are  unable  to  project  the  numbers  and  specific 
competencies  of  the  minority  staff  needed.     The  Human  Resource 
Division,  the  Division  of  Community  Programs,  and  the  Deputy 
Commissioner's  Office  are  beginning  to  develop  the  service  model 
and  staff  numbers.     This  information  will  be  incorporated  into 
personnel  recruitment  strategies.     Developing  linkages  with  the 
state's  universities  and  colleges  to  encourage  the  education  and 
training  of  minority  clinical  and  management  personnel  is  key  to 
the  success  of  this  initiative. 
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Training  and  Education:     Remaining  Relevant 

Training  and  staff  development  for  employees  is  an  ongoing 
effort.     The  diversity  of  the  workforce  coupled  with  the 
diversity  of  mental  health  consumers  requires  constant  monitoring 
of  training  and  education  opportunities  and  redefinition  of 
training  models.     In  addition,  diminishing  fiscal  resources  are 
requiring  many  employees  to  assume  responsibilities  for  which 
they  have  no  previous  experience  or  training.     Therefore,  the 
challenge  to  the  HR  Division  is  threefold:     First,  to  provide  a 
variety  of  training  events  to  address  management,  clinical,  and 
direct  service  staff.     Second,  to  develop  training  and 
performance  standards  predicated  on  competency-based  training 
criteria.     Third,  to  provide  incentives  for  staff  to  participate 
in  training  and  educational  programs. 


Looking  Ahead 

Human  resource  planning  is  today  gaining  recognition  as  one  of 
the  most  critical  components  in  the  delivery  of  services  within 
both  the  public  and  private  sectors.     Support  for  Human  Resource 
Development  has  been  gained  through  the  efforts  of  national  and 
local  mental  health  managers  who  realize  that  the  competency  of 
the  mental  health  worker  dictates  the  quality  of  the  mental 
health  service.     Human  resource  development  grants  supported  by 
the  National  Institute  of  Mental  Health  and  the  policies  endorsed 
by  the  National  Association  of  State  Mental  Health  Program 
Directors  have  encouraged  the  states  to  pursue  management 
initiatives  aimed  at  the  retention,  recruitment,  and  development 
of  staff.  Additionally,  there  is  greater  communication  between 
program  and  administrative  staff  regarding  the  workforce  issues. 
Given  the  nature  of  the  Massachusetts  workforce,  systematic 
implementation    of  human  resource  management  strategies  coupled 
with  strategic  program  planning  will  help  ensure  the  provision  of 
high  quality  services  to  people  with  serious  mental  illness. 


B.   MANAGEMENT  INFORMATION  SYSTEMS 

Computerized  information  systems  are  crucial  to  the  ability  of  a 
large,  decentralized  organization  like  DMH  to  manage  its 
resources  and  deliver  services  effectively.     Over  the  last  six 
years,  Massachusetts  has  implemented  automated  personnel  and 
accounting  systems  which  now  handle  all  personnel,  fiscal,  and 
contracting  transactions  in  each  state  agency.     These  systems 
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have  streamlined  and  standardized  administrative  operations  and, 
through  regular  and  ad  hoc  reports,  provide  valuable  information 
for  agency  managers. 

At  the  same  time,  development  of  information  systems  which  track 
service  delivery  and  client  status — which  tend  to  be  specific  to 
each  agency — has  lagged  behind.     Over  the  past  few  years,  DMH  has 
been  engaged  in  planning  and  implementation  of  statewide  client- 
based  information  systems  to  address  this  gap.     While  progress  is 
being  made,  client  information  systems  are  still  substantially 
less  developed  than  fiscal  and  personnel  systems,  and  the  area  is 
the  major  priority  for  systems  development  in  the  Department. 


1.     Management  Control  System 

The  Management  Control  System  (MCS) ,   implemented  as  of  July, 
1989,  provides  extracts  of  information  from  the  statewide 
personnel  and  accounting  systems  and  integrates  data  elements  in 
a  format  which  is  more  useful  for  DMH  managers.     The  system, 
which  was  developed  with  the  cooperation  of  the  Commonwealth's 
Office  of  Management  Information  Systems,  contains  data  in  seven 
master  files  relating  to  budget,  accounting,  payroll,  and 
personnel  transactions. 

Financial  Reports 

A  primary  task  for  MCS  will  be  production  of  regular  reports  on 
the  financial  status  of  each  DMH  appropriation  account.  The 
system  will  have  the  capability  to  track  expenditures  on  a 
monthly  basis  and  to  identify  uncommitted  funds  which  may  be 
redeployed  to  other  uses.     Separate  reports  will  be  available  for 
each  organizational  level  of  the  Department,  providing  Regional 
and  Area  Directors  with  information  for  managing  their  staff  and 
services,  and  providing  the  Central  Office  with  greater  ability 
to  oversee  statewide  operations. 

One  key  financial  report  to  be  produced  by  MCS  will  be  a  "payroll 
monitor"  report,  showing  the  status  of  the  personnel  subsidiaries 
in  each  appropriation  account.     MCS  will  be  able  to  generate  the 
report  automatically  each  month  on  the  day  following  the  close  of 
the  month,  significantly  reducing  staff  time  currently  needed  to 
produce  the  report. 

The  addition  of  separate  tables  containing  spending  targets  and 
other  agency-specific  for  each  level  of  the  organization  is  under 
consideration.     This  would  allow  an  integrated  management  report 
to  be  produced  in  one  system  without  reference  to  other  data 
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allowing  a  direct  comparison  of  budgeted  to  actual  at  any  desired 
level  of  analysis. 


Resource  Inventory 

A  second  task  for  MCS  will  be  regular  production  of  the  DMH 
Resource  Inventory.     The  Resource  Inventory  reports  resources 
allocated  at  a  point  in  time  for  each  DMH  Region  and  Area, 
allowing  comparison  of  relative  funding  among  DMH  service 
categories  and  across  geographical  areas.     Currently,  the 
Resource  Inventory  is  produced  through  a  time  consuming  process 
involving  the  statewide  personnel  and  accounting  systems.  In 
FY88,  the  Resource  Inventory  was  not  produced  because  of  the 
manual  work  necessary  to  verify  the  data. 

The  goal  for  MCS  is  a  monthly  running  Resource  Inventory, 
allowing  immediate  identification  of  errors  or  missing  coding,  as 
well  as  turnaround  reports  for  Regional  and  Area  managers  to 
inspect  data  and  keep  information  up  to  date.     Initial  coding  and 
correction  of  the  data  will  be  performed  as  a  by-product  of  day- 
to-day  personnel  and  fiscal  operations,  making  maintenance  of 
data  less  burdensome  and  more  reliable  than  with  one-time  coding 
efforts. 

Under  consideration  as  an  enhancement  to  the  Resource  Inventory 
is  a  separate  file  in  the  MCS  data  base  indicating  capacities  of 
vendor  and  state-operated  programs.     The  capability  to 
systematically  monitor  client  capacity  as  well  as  overall  funding 
among  service  categories  and  across  DMH  areas  will  greatly 
enhance  the  utility  of  the  Resource  Inventory. 


Staffing  Reports 

A  third  task  for  MCS  will  be  to  produce  regular  staffing  reports 
for  the  Department.     The  most  important  area  of  reporting  will  be 
in  the  inpatient  facilities,  where  MCS  will  enable  the  Department 
to  track  staff -to-patient  ratios  on  inpatient  wards,  collect  data 
on  staff  turnover  by  job  category,  and  support  cost  accounting 
necessary  to  separate  different  units  within  one  inpatient 
facility.     Reports  selecting  administrative  staff  by  Area  and 
Regional  Office  will  be  useful  in  comparing  staffing 
configurations  with  the  established  Departmental  staffing  models. 
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2.     Client  Registry 

The  DMH  Client  Registry,   implemented  in  March  1989  for  clients 
receiving  case  management  services,  is  the  first  step  in  a 
comprehensive  client  information  system  which  has  been  in  the 
planning  stage  for  several  years.     The  Client  Registry  is  a 
customized  DMH  application  which  is  maintained  on  the  statewide 
mainframe  computer  operated  by  the  Office  of  Management 
Information  Services. 

The  function  of  the  Client  Registry  is  simply  to  register 
individuals  receiving  service  from  the  Department.     The  data 
recorded  for  each  client  includes  basic  demographic  information 
as  well  as  the  DMH  area  office  and  case  manager  responsible  for 
the  client.     At  the  point  of  registration,  each  client  is 
assigned  a  unique  number  which  will  become  the  standard 
identifier  for  the  client  wherever  he  or  she  may  come  into 
contact  with  the  Department. 

The  registry  was  piloted  in  one  DMH  area  during  the  fall  of  1988. 
The  pilot  resulted  in  minor  revisions  to  the  data  elements  and 
smoothed  the  process  of  statewide  implementation.     In  the  initial 
implementation  phase,  all  clients  receiving  case  management 
services  have  been  registered.     All  clients  receiving  services  as 
of  March,   1989  were  entered.     Since  then,  each  new  case  accepted 
by  a  case  manager  is  entered.     As  of  September  1,  1989,  the 
registry  contains  8,657  clients. 

The  registry  provides  DMH  managers  with  important  demographic 
information  on  case  managed  clients  including  language, 
ethnicity,  and  age  distribution.     This  information  is  the  first 
comprehensive  demographic  data  for  clients  receiving  services  in 
community  settings,  and  is  particularly  key  for  planning  services 
to  special  populations.     In  addition  to  providing  data  for 
planning  purposes,  the  Registry  has  an  important  operational 
role,  providing  a  monthly  caseload  report  sorted  by  case  manager 
for  each  Area  and  providing  the  basic  data  driving  the  Case 
Management  Billing  System  (see  revenue  initiatives  below) . 

Planning  is  underway  to  register  those  remaining  DMH  clients  who 
are  not  receiving  case  management  services.     This  includes  about 
half  of  all  DMH  inpatients  and  residential  clients,  and  the 
majority  of  clients  receiving  outpatient  services.  Eventually, 
registration  will  occur  for  every  individual  who  receives 
services  funded  by  the  Department.     The  first  priority  for 
further  registration  is  hospital  and  mental  health  center 
inpatients  (see  also  inpatient  systems  below) . 
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Proceeding  simultaneously  with  extension  of  the  Client  Registry 
to  additional  populations  are  planning  efforts  to  extend  its 
capabilities  to  function  as  a  dynamic  service  tracking  system 
rather  than  an  essentially  static  one-time  registration.  A 
comprehensive  client  tracking  system,  which  has  been  the  eventual 
goal  of  service-based  systems  development  in  the  Department,  will 
be  invaluable  in  helping  staff  working  with  clients,  and  will 
provide  crucial  information  for  DMH  managers  to  understand  system 
utilization.     The  first  priority  is  for  a  tracking  module  for 
clients  receiving  case  management.     The  module  would  capture 
comprehensive  clinical  information  service  planning  data;  such  as 
reguired  dates  for  ISP  completion  and  information  on  the  contents 
of  the  ISP;  and  service  utilization,  including  a  service  history. 


3.     Inpatient  Systems  Development 

More  than  any  other  service,  it  is  critical  that  the  Department 
have  data  systems  in  place  in  its  inpatient  facilities  that 
provide  accurate,  comprehensive  data  about  the  utilization  of 
inpatient  care,  and  that  support  management  systems  necessary  for 
inpatient  care  to  be  provided  efficiently. 

The  Department  has  maintained  computerized  information  on  each 
admission  and  discharge  in  its  inpatient  facilities,  derived  from 
manual  reports  submitted  by  medical  records  staff  at  each 
facility.     From  this  data,  bed-day  utilization  and  patient 
characteristics  at  admission  and  discharge  are  reported  monthly 
to  agency  managers.     Over  the  past  year,  the  Department  has  been 
revising  the  facility  reporting  process  to  streamline  data 
collection,  eliminating  unnecessary  items,  adding  certain  items, 
and  standardizing  reporting  categories.     The  revised  reporting 
system  was  implemented  as  of  July  1,  1989.     As  an  example  of  the 
improvements  to  the  system,  the  data  collected  will  now  include 
the  DMH  area  of  responsibility  for  each  admission  and  discharge, 
allowing  direct  measurement  of  inpatient  utilization  by  each  DMH 
area,  in  terms  of  admissions  per  capita  as  well  as  bed-day 
utilization.     This  will  serve  as  an  important  indicator  of  area 
office  performance.     Another  area  of  improvement  is  revision  of 
data  categories  for  compatibility  with  the  Client  Registry 
system,  to  allow  meaningful  comparison  of  data  and  to  promote 
eventual  integration  of  the  two  systems. 


At  the  same  time  as  the  Department  is  enhancing  this  long- 
standing manual  reporting  system,  implementation  of  computerized 
patient  information  systems  at  each  facility  is  well  underway. 
The  systems,  which  are  being  phased  in  at  three  state  hospitals 
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in  FY90,  will  maintain  comprehensive  patient  data  for  all  current 
and  discharged  patients,  perform  admission,  discharge,  and 
transfer  reporting,  maintain  a  billing  and  accounts  receivable 
subsystem,  and  provide  automated  pharmacy  inventory  and 
prescription  capabilities.     The  first  system  is  currently  being 
installed  at  Taunton  State  Hospital. 

These  facility-based  inpatient  information  systems  will  have 
several  important  benefits.     First,  the  systems  will  replace  the 
existing  manually-driven  reporting  now  performed  at  each  facility 
and  transmitted  to  Central  Office.     Data  will  be  more  reliable 
and  more  timely.     Second,  the  systems  will  allow  improvements  in 
administrative  operations  and  services  at  each  facility. 
Admissions  will  be  standardized  with  a  uniform  patient  face  sheet 
for  each  admission.     Medical  records  operations  will  be  greatly 
streamlined.     The  system  will  support  production  of  patient  bills 
and  billing  summaries,   freeing  billing  staff  for  more  cost- 
effective  tasks. 

In  addition  to  these  administrative  benefits,  the  system  will 
provide  direct  improvements  in  patient  care  through  the  pharmacy 
module.     Data  regarding  medication  interactions,  maximum  dosages, 
and  patient  allergies  and  medication  history  will  be  maintained 
by  the  system,  reducing  the  possibility  of  medication  errors. 
Entry  of  prescriptions  and  administration  schedules  for  each 
patient  will  ensure  that  medication  is  provided  on  schedule  to 
patient  wards.     Computerized  inventory  control  will  safeguard 
against  unexpected  shortages  in  supplies,  and  will  monitor  usage 
rates  to  minimize  medication  aging  past  the  recommended  usage 
date. 


C.   REFORMS  IN  PURCHASE  OF  SERVICE 

The  Department  of  Mental  Health  relies  heavily  on  services 
provided  through  contract  by  private  vendors,  particularly  in  the 
area  of  community-based  services.     In  FY90,  DMH  is  contracting 
with  1100  vendors,  who  are  mostly  not-for-profit  organizations, 
for  services  totalling  $196  million,  or  approximately  38%  of  the 
DMH  budget. 

Since  1986,  there  has  been  growing  concern  about  the 
accountability  and  stability  of  the  Commonwealth's  provider 
system.     Current  accountability  mechanisms  focus  chiefly  on 
fiscal  measures,  not  programmatic  outcomes. 
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The  excessive  attention  to  fiscal  measures,  coupled  with  policies 
to  capture  provider  surpluses  whenever  they  occur,  removes 
flexibility  and  incentives  from  providers  to  economize  on 
operations  and  build  reserves  to  improve  financial  stability.  In 
fact,  with  annual  cost-of-living  increases  failing  to  keep  pace 
with  growth  in  staff  salaries  and  other  costs,  providers  have  had 
to  dip  into  reserves  merely  to  fund  ongoing  operations.  Studies 
of  provider  finances  have  documented  widespread  "undercapital- 
ization," which  forces  providers  to  borrow  at  expensive  short- 
term  rates  to  cover  operating  costs  and  to  finance  unavoidable 
capital  investment. 

As  part  of  the  state's  agenda  of  reform  for  purchase  of  service, 
DMH  as  one  of  the  Commonwealth's  largest  purchasing  agencies, 
will  pursue  the  following  initiatives:  performance  based 
contracting  and  fiscal  reforms. 


1.  Performance-Based  Contracting 

Performance-based  contracting  is  designed  to  shift  the  management 
focus  of  the  Department  in  purchase  of  service  from  fiscal 
accounting  measures  to  broader  measures  of  programmatic 
performance.     Ideally,  performance  is  measured  through  client 
outcomes  of  growth  in  client  functioning,  employment  and  general 
well-being. 

In  FY89,  DMH  developed  performance  indicators  for  three  service 
types:     Staffed  Apartment  I,  Supported  Employment,  and  Community 
Support  Clubhouse.     Outcome  measures  are  being  used  for  all 
programs  in  these  service  types  to  report  performance  in  FY90. 
Also  in  FY90,  performance  indicators  will  be  developed  for  all 
day  services  to  incorporate  into  FY91  contracts.     Over  the  next 
five  years,  indicators  will  be  developed  for  all  DMH  services, 
following  the  new  five-year  contracting  cycle  (see  below) . 

As  performance  data  are  collected,  standards  will  be  established 
against  which  to  judge  each  program's  performance.  Performance 
will  be  considered  in  the  decision  to  renew  the  contract,  or  to 
shift  to  another  vendor.     Currently,  there  are  no  plans  to  tie 
provider  funding  during  the  contract  year  to  the  performance 
indicators,  but  incentive  systems  may  be  developed  in  the  future 
if  funding  allows. 

2.  Fiscal  Reforms 

Reforms  to  improve  providers'   fiscal  stability  include 
initiatives  aimed  at  streamlining  financial  requirements  and 
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addressing  historical  inadequacies  in  provider  resources.  First, 
the  Department  is  moving  to  a  five-year  contracting  cycle.  This 
will  decrease  the  uncertainty  faced  by  providers  operating  with 
year-to-year  contracts,  encouraging  a  longer-term  fiscal 
perspective.     From  the  perspective  of  the  Department,   it  will 
reduce  paperwork  associated  with  annual  renewals  and  allow  more 
meaningful  consideration  of  renewals  at  the  five-year  point. 

Second,  cost  reporting  has  been  significantly  streamlined  through 
the  introduction  of  a  Uniform  Financial  Report,  based  on 
Generally  Accepted  Governmental  Accounting  Standards.     The  15 
page  document  replaces  the  previous  47  page  form,  which  itself 
required  a  separate  audited  financial  report  prepared  by  an 
accounting  firm. 

Third,  and  most  importantly,  DMH  is  moving  forward  with  a  "cost- 
based  pricing"  initiative  which  funds  providers  based  on  an 
catalogue  of  program  components  priced  in  terms  of  market  costs. 
The  current  system  of  rolling  over  historical  expenditures  simply 
perpetuates  historical  inequities  in  provider  funding.  An 
important  component  of  the  market-based  price  is  an  allowance  for 
retention  of  revenues  in  excess  of  current  expenses  to  address 
provider  undercapitalization.     All  newly  awarded  contracts  for 
FY91  will  be  negotiated  using  the  market-based  pricing  catalogue. 
Still  to  be  resolved  is  how  to  address  the  shortfall  between  the 
available  budget  and  market-based  costs. 


D.   CAPITAL  PLAN 

A  key  component  of  the  Governor's  Special  Message  on  Mental 
Health  was  improvements  in  the  physical  environments  of  the 
Department's  state  hospitals  and  mental  health  centers.  Decades 
of  neglect  of  the  inpatient  system  prior  to  the  Special  Message 
not  only  took  a  toll  on  quality  of  service,  but  made  for  a 
deteriorated,   inadequate,  and  even  unsafe  environment  for 
delivering  inpatient  care. 

To  address  these  problems,  in  1987  the  legislature  appropriated 
capital  funding  totalling  $340  million  for  a  comprehensive 
program  of  rehabilitation  and  new  construction  to  restore  the 
inpatient  system  to  levels  adequate  to  conduct  quality  inpatient 
care.     The  funding  included  $207  million  for  the  seven  state 
hospitals  and  Gaebler  Children's  Center  and  $47  million  for  the 
mental  health  centers  in  Metropolitan  Boston.     In  addition,  $84 
million  was  allocated  for  the  construction  and  purchase  of 
community  housing  to  reduce  overcrowding  in  the  inpatient  system. 
Implementation  of  the  Capital  Plan  will  result  in  a  fully 
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renovated  inpatient  system  and  in  significantly  expanded  capacity 
for  community  housing. 

The  DMH  Division  of  Facilities  Management,   in  conjunction  with 
the  Commonwealth's  Division  of  Capital  Planning  and  Operations, 
is  responsible  for  implementing  the  Capital  Plan.     The  process 
for  carrying  out  large-scale  projects  in  the  Commonwealth  is 
lengthy  and  complex.  First,  a  programmatic  study  is  performed  to 
determine  the  preferred  option  for  capital  investment,  specifying 
building  sizes,  program  capacity,  physical  infrastructure,  and 
the  like.     Second,  the  project  goes  through  a  design  stage  which 
results  in  detailed  architectural  drawings  of  the  new  facility. 
Finally,   in  the  construction  phase,  the  renovations  or 
construction  actually  take  place.     By  law,  each  stage  must  be 
carried  out  by  a  separate  architectural  or  construction  firm. 

To  guide  the  Department  through  this  lengthy  development  process, 
and  to  ensure  public  input  into  these  major  capital  investments, 
advisory  groups  were  created  at  each  campus.     These  groups 
included  staff  at  the  facility,  staff  at  DCPO,  members  of  the 
Alliance  for  the  Mentally  111,  and  other  members  of  the  public. 
During  the  crucial  study  phase,  the  groups  met  at  pre-established 
points  in  the  process  to  ensure  maximum  input  into  decision- 
making. 

1.     Current  Status 

Approximately  two  years  after  the  initial  appropriation  of  funds, 
significant  progress  has  been  made  in  implementing  the  Capital 
Plan.     Studies  are  near  completion  at  five  of  the  seven  state 
hospitals  and  at  Gaebler  Children's  Center.     Still  underway  are 
studies  at  two  state  hospitals  and  for  the  inpatient  system  in 
Metropolitan  Boston.     Design  work  for  those  campuses  with 
completed  studies  is  expected  to  commence  in  late  1989  or  early 
1990.     Construction  will  start  at  some  campuses  in  1991  and 
proceed  through  March  of  1994. 

Because  of  the  lengthy  lead  time  required  for  the  overall  program 
of  renovations  at  each  facility,  certain  small-scale  projects 
have  been  placed  on  an  accelerated  schedule  for  completion. 
These  "priority  improvements"  include  projects  such  as  installing 
fire  alarms,  replacing  leaking  roofs,  installing  air  conditioning 
in  patient  areas,  and  rebuilding  failing  heating  lines  or  broken 
boilers.     With  these  projects,  there  have  been  significant 
improvements  in  the  quality  of  inpatient  environments  and  the 
integrity  of  campus  infrastructure. 
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Housing  Development 

Implementation  of  the  three  components  of  the  $84  million  housing 
agenda  is  well  under  way.     $32  million  of  the  appropriation  is 
designated  for  the  Commonwealth's  Chapter  689  program,  which 
funds  new  construction  by  local  housing  authorities  for  special 
needs  populations.     $14  million  is  allocated  for  on-campus 
residences  in  Metropolitan  Boston.     This  portion  of  the  housing 
agenda  is  in  the  study  stage  along  with  the  inpatient 
improvements  in  the  region. 

The  remaining  $38  million  appropriation  is  being  used  to  create 
housing  through  an  innovative  new  program,  Creative  Housing 
Options  in  Community  Environments   (CHOICE) ,   in  which  DMH 
purchases  existing  housing  for  renovation  as  community 
residences.     The  program  is  being  targeted  to  DMH  Regions  III,  V, 
and  Metropolitan  Boston,  which  have  the  least  number  of  community 
residential  alternatives  relative  to  need.     To  date,   14  CHOICE 
residences  have  been  purchased.     Further  purchases  under  the 
program  may  be  deferred  due  to  a  lack  of  operating  funds  and 
capital  funds  as  a  result  of  budgetary  constraints. 

2.     Planned  Capacity 

In  addition  to  improving  the  quality  of  inpatient  environments, 
the  capital  investments  will  create  capacity  which  is  better 
designed  for  the  needs  of  the  specific  programs  offered  at  each 
facility.     The  renovated  system  will  allow  a  more  rational 
allocation  of  beds  among  campuses  as  well  as  a  capacity  for 
specialty  beds. 

In  total,  the  campus  masterplans  include  2,513  inpatient  beds  and 
879  residential  beds.     The  inpatient  capacity  includes  983  acute 
beds  for  short-term  diagnosis  and  treatment,  983  extended  care 
beds  for  longer-stay  patients,  and  547  beds  serving  special 
populations  such  as  children  and  adolescents,  forensic 
evaluations,  and  mentally  retarded  persons  experiencing  acute 
psychiatric  episodes.     The  residential  capacity  will  serve 
individuals  who  no  longer  require  hospital-level  care  but  for 
whom  there  is  no  appropriate  community  placement. 

Expansion  of  community  housing  capacity  under  the  Capital  Plan 
includes  660  beds  being  developed  through  the  Chapter  689  program 
and  an  estimated  540  beds  through  the  CHOICE  program.     Along  with 
other  housing  expansion  included  in  the  Governor's  Special 
Message,  this  will  more  than  double  the  supported  residential 
capacity  available  to  DMH  clients. 
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CHAPTER  VII:      FINANCING  THE  SERVICE  SYSTEM 
A.   RESOURCE  CONFIGURATION 

During  FY90,  the  Department  estimates  its  total  available  funding 
at  $514.3  million,  derived  from  the  sources  presented  in  the  next 
section.     This  funding  supports  a  broad  array  of  mental  health 
services  for  children,  adolescents,  and  adults,  as  depicted 
below. 

MENTAL  HEALTH  RESDURCE5 


FY89  Resource  Corrf  I  gyration 
Admin  C.7.910  Emergency  C.7.CTQ 


Inpatient  C36.6SQ 


Res/Housing  £19.290 


The  proportions  of  resources  devoted  to  each  service  shown  in  the 
chart  are  taken  from  the  FY89  resource  inventory.  The 
proportions  are  reasonable  estimates  of  the  distribution  of 
resources  in  FY90.     A  full  resource  inventory  for  FY90  is  not  yet 
available.     As  noted  in  the  previous  chapter,  the  Management 
Control  System  will  allow  for  expedited  production  of  the 
resource  inventory  on  an  ongoing  basis. 
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B.    SOURCES  OF  FUNDING 

1.     State  Appropriations 

By  far  the  largest  source  of  support  for  the  Department  is  direct 
state  appropriation.     DMH  receives  annual  appropriations  from  the 
Commonwealth's  general  fund  into  six  appropriation  accounts.  For 
FY90,  the  total  appropriation  for  DMH  is  $489.7  million.  The 
Department  also  projects  a  transfer  from  statewide  reserve 
accounts  of  $1.7  million  to  fund  collective  bargaining 
settlements,   for  a  total  available  balance  of  $491.4  million. 
This  funding  supports  more  than  8,600  staff,  as  well  as  the 
majority  of  the  purchase  of  service  contracts  funded  by  the 
Department . 

State  appropriations  to  the  Department  have  grown  dramatically  in 
the  past  five  years.     Since  1985,  state  funding  has  increased  by 
72%,   from  $285.6  million  in  FY85  to  the  current  total  of  $491.4 
million.     The  strong  economy  of  the  Commonwealth  allowed  DMH, 
along  with  other  state  agencies,  to  expand  services  while 
enhancing  the  quality  of  existing  programs. 

However,  the  current  climate  of  budgetary  constraint  in  the 
Commonwealth  makes  uncertain  the  prospect  of  further  growth  in 
state  support.     In  fact,  the  Governor  withheld  or  vetoed  $13.8 
million  from  the  initial  $503.5  million  appropriated  by  the 
legislature  for  DMH  for  FY90.     The  $491.4  million  available  in 
FY90  is  actually  less  than  that  necessary  to  continue  services  in 
place  at  the  end  of  FY89.     As  a  result,   in  the  past  two  months 
DMH  has  been  required  to  reduce  certain  services  to  live  within 
its  state  appropriation. 


2.     Federal  Grants 

A  second  source  of  funding  is  grants-in-aid  from  the  Federal 
government.     DMH  currently  receives  funds  from  seven  grants, 
totalling  $12.1  million.     The  largest  source  is  the  DMH  portion 
of  the  ADAMHA  Block  Grant,  which  funds  community  mental  health 
services  across  the  DMH  system.     The  remainder  of  the  funds 
support  technical  assistance  and  program  development.     A  total  of 
55  staff  are  supported  through  federal  grants. 

Federal  assistance  has  been  roughly  constant  in  real  terms  in  the 
last  few  years.     Federal  assistance  in  FY85  was  $10.0  million. 
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3 .  Revenue 

Revenue  retained  by  the  Department  has  become  an  increasingly 
important  source  of  financing  in  the  last  few  years.     In  FY9  0, 
the  Department  projects  retention  of  $10.9  million  in  revenue,  an 
increase  of  120%  from  the  $4.9  million  retained  in  1985. 

Overall,  the  Department  projects  revenue  collections  of  $20.1 
million  in  FY90.     However,  much  of  the  revenue  goes  directly  to 
the  state's  general  fund.     DMH  must  have  specific  legislative 
authorization  to  spend  funds  derived  from  revenue  collection. 
DMH  is  authorized  to  spend  100%  of  funds  collected  by  its  mental 
health  centers  for  inpatient  and  outpatient  billing.  These 
funds,  estimated  at  $6.4  million  in  FY90,  are  used  to  supplement 
state  appropriations  to  support  ongoing  facility  operations  of 
the  centers.     In  addition,  DMH  retains  15%  of  collections  in  the 
state  hospitals.     These  funds,  totalling  $1.0  million  in  FY90, 
are  used  primarily  for  one-time  purchases  of  equipment  and  for 
facility  maintenance  projects. 

Since  FY89,  the  Department  has  also  been  authorized  to  retain 
100%  of  collections  from  the  separate  adolescent  inpatient  units. 
Because  Massachusetts  participates  in  the  Medicaid  "Psych  Under 
21"  program,  collections  from  these  units  are  substantial, 
totalling  an  estimated  $3.5  million  in  FY90.     This  revenue  is 
used  to  offset  the  cost  of  these  inpatient  units,  and  to  fund 
certain  other  children's  programs  aimed  at  reducing  inpatient 
utilization.     In  addition,  outpatient  and  day  treatment  programs 
contracting  with  the  Department  receive  revenues  from  third  party 
payers,   including  Medicaid.     These  funds,  which  do  not  appear  in 
the  Department's  budget,  are  treated  as  an  offset  to  the  DMH 
contract  with  the  provider. 


4.    Housing  Financing 

The  Commonwealth's  housing  programs,  such  as  the  Chapter  707  and 
Chapter  667  subsidize  housing  costs  for  some  DMH  clients  living 
at  home  and  in  residential  programs.     In  addition,  DMH's  housing 
strategy  involves  the  State  Housing  Assistance  for  Rental 
Production  (SHARP)  and  the  Boston  Housing  Partnership  programs, 
which  set  aside  units  for  mentally  ill  individuals.  More 
recently,  as  part  of  the  Capital  Plan,  DMH  has  been  working 
closely  with  the  Executive  Office  of  Communities  and  Development 
and  the  Division  of  Capital  Planning  and  Operations  in  purchasing 
and  constructing  new  community  residences,  as  explained  in  the 
previous  chapter. 
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C.    FUNDING  INITIATIVES 

The  steady  increases  in  funding  for  the  Department  during  the 
last  five  years  are  now  drawing  to  a  close.     The  projected 
increase  in  state  appropriations  during  FY90  of  2.9%  is  in  marked 
contrast  to  the  double-digit  increases  during  each  of  the  past 
five  years.     Maximizing  each  source  of  funding,  particularly 
revenue,  becomes  increasingly  important  in  the  environment  of 
budgetary  constraint. 

State  Appropriations 

In  spite  of  the  tight  funding  outlook  in  the  overall  state 
budget,  the  Department  will  continue  to  advocate  for  state 
funding  of  mental  health  expansion,   specifically  by  continuing 
funding  the  1985  five-year  plan,  the  Special  Message  on  Mental 
Health.     The  first  three  years  of  the  plan  were  funded  from  FY87 
to  FY89,  but  in  FY90  the  fourth  year  has  been  deferred  because  of 
the  budget  shortfall. 

The  components  of  the  Special  Message  five-year  plan  which  remain 
to  be  funded  include  106  additional  case  management  staff  and 
2,005  community  housing  units.     The  residential  development 
includes  a  significant  number  of  units  already  in  the  development 
pipeline  which  may  stand  empty  if  operating  funds  are  not 
allocated.     The  Department  will  continue  to  press  for  expanded 
funding  to  ensure  that  the  commitment  to  open  these  programs  is 
fulfilled. 

Certification  of  Inpatient  Facilities 

A  major  obstacle  to  increased  revenue  collection  in  the 
Department's  inpatient  facilities  is  that  most  of  the  facilities 
lost  HCFA  certification  during  the  early  1980 's,  as  a  result  of 
long-standing  neglect  of  physical  facilities  and  inadequacies  in 
inpatient  care.     Improvements  started  in  FY86  and  continued  in 
the  Special  Message  have  restored  inpatient  care  to  a  level  where 
certification  is  again  possible. 

The  projected  schedule  for  certification  is  largely  dependent  on 
physical  improvements  to  the  facilities,  some  of  which  are  now  in 
progress  and  others  of  which  will  take  place  as  facility 
masterplans  are  implemented  over  the  next  five  years.     Until  two 
years  ago,  three  mental  health  centers  and  a  specific  unit  at 
Taunton  were  the  only  certified  facilities  in  the  state.  Most 
recently,  Quincy  and  Corrigan  mental  health  centers  were 
certified  in  FY88  and  FY89.     Collections  from  Medicaid  and  other 
third  party  payers  at  these  two  facilities  will  total  $2.1 
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million  in  FY90,   all  of  which  is  retained  by  the  Department  to 
support  services  at  the  facilities. 

Gaebler  Children's  Center  and  two  units  at  Westboro  State 
Hospital  are  both  projected  for  certification  in  FY90. 
Certification  of  Gaebler  is  projected  to  yield  $0.9  million  in 
revenue  in  FY90,  of  which  15%  will  be  retained  by  the  facility. 
At  Westboro,  certification  is  contingent  on  improvements  in 
nursing  care  as  well  as  on  physical  renovations,  both  of  which 
are  scheduled  for  FY90.     Resulting  revenues  are  projected  at  $0.6 
million  for  FY90,  of  which  15%  would  be  retained. 

Medfield  and  Worcester  State  Hospitals  will  reach  certifiable 
levels  after  completion  of  life  safety  renovation  projects 
scheduled  as  "priority  improvements"  under  the  Capital  Plan  (see 
Chapter  VII) .     These  projects  should  be  completed  during  FY90  and 
FY91,  yielding  FY91  certification  for  both  facilities. 

Medicare  Part  B  Billing 

Medicare  Part  B  covers  ancillary  services  (lab,  pharmacy,  X-ray, 
occupational  therapy  and  physical  therapy)   and  services  provided 
by  physicians,  psychiatrists,  and  psychologists.     Billing  for 
ancillary  services  requires  that  at  least  one  unit  in  the 
facility  be  certified,  while  billing  for  services  provided  by 
physicians,  psychiatrists,  or  psychologists  requires  only  that 
the  individual  practitioners  be  licensed. 

In  FY90,  DMH  is  maximizing  Medicare  Part  B  billing  at  Westboro 
and  Taunton  State  Hospitals,  as  well  as  four  mental  health 
centers.     At  each  facility,  necessary  professional  staff  review 
organizations  and  quality  assurance  procedures  are  now  in  place, 
and  a  chargebook  has  been  developed  for  all  covered  services. 
Billing  will  be  assisted  by  installation  of  a  facility-based 
minicomputer  system  which  will  track  ancillary  services  and 
professional  coverage  for  each  patient  at  the  facility. 
Increased  revenue  from  the  initiative  will  total  $1.8  million. 
In  succeeding  years,  Part  B  billing  will  be  implemented  at  each 
facility. 


Case  Management  Billing 

The  establishment  of  a  standard  model  for  case  management, 
provided  by  state  staff,  rather  than  the  divergent  models  adopted 
by  different  vendor  agencies,  has  allowed  the  establishment  of 
case  management  as  a  billable  service.     In  FY89,  Massachusetts 
amended  its  State  Medicaid  Plan  to  include  case  management  for 
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chronically  mentally  ill  clients  as  a  covered  service,  under  the 
COBRA  provision. 

To  document  provision  of  services  and  produce  bills,  DMH  has 
developed  a  case  management  billing  system  as  a  subsystem  of  the 
DMH  Client  Registry  (discussed  in  the  previous  chapter) .  In 
April  1989,  the  Department  began  billing  monthly  for  those 
clients  covered  by  Medicaid,  with  an  initial  claim  retroactive  to 
July  1988.     FY89  revenues  totalled  $1.25  million.  FY90 
collections  are  estimated  at  $3.6  million.     Currently  these 
revenues  are  deposited  into  the  Commonwealth's  General  Fund, 
rather  than  being  retained  by  the  Department.     DMH  will  continue 
to  advocate  for  retention  of  all  or  a  portion  of  these  revenues 
to  support  expansion  of  case  management  and  other  community 
services. 


Rehabilitation  Option 

The  Commonwealth's  State  Medicaid  Plan  includes  rehabilitative 
services  as  an  optionally  covered  service.     However,  mental 
health  services  are  not  being  reimbursed  under  the  rehabilitation 
option.     All  services  are  covered  under  either  the  hospital 
option  or  the  clinic  option.     The  advantage  of  the  rehabilitation 
option  is  that  services  can  be  delivered  outside  the  auspices  of 
a  hospital  or  a  licensed  clinic,  considerably  broadening  the 
types  of  services  that  may  be  covered. 

DMH  is  actively  exploring  how  to  begin  claiming  Medicaid 
reimbursement  for  community  programs  under  the  rehabilitation 
option.     The  State  Medicaid  Plan  as  written  provides  little 
guidance  as  to  what  services  qualify  for  coverage  and  with  what 
limits.     Before  beginning  to  bill  Medicaid  for  these  services, 
the  Department  must  establish  the  range  of  covered  services, 
design  standards  for  each  service,  construct  a  billable  rate 
which  captures  those  components  of  the  service  which  qualify  as 
rehabilitation,  and  design  a  billing  system  to  document  services 
and  generate  claims.     The  goal  is  to  implement  billing  during 
FY91. 


Children's  Revenue  Retention  Bill 

The  Department  has  introduced  legislation  to  codify  into  statute 
the  100%  retention  of  revenue  from  children's  and  adolescent 
programs.     Currently,  retention  must  be  renewed  annually  as  part 
of  the  state  appropriation  process.     The  bill  would  make  the 
retention  more  certain,  and  would  also  ensure  that  unspent 
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collections  would  always  roll  over  into  the  succeeding  year.  In 
addition,   it  would  broaden  the  range  of  programs  eligible  for 
retention  to  include  community  and  on-campus  residential 
programs.     The  legislation  is  now  in  the  Senate  Ways  and  Means 
Committee.     DMH  expects  that  it  will  be  enacted  by  the 
legislature  and  signed  by  the  Governor  during  the  next  few 
months . 
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CONCLUSION 

The  Department's  planning  process,  initiated  as  a  result  of  PL 
99-660,  provides  an  important  forum  for  consumers,  family 
members,  advocates,  professionals,  providers,  the  Legislature  and 
state  agencies  to  consider  key  programmatic,  human  resource  and 
funding  issues  which  will  guide  the  delivery  of  mental  health 
services  in  the  1990s.     This  plan  outlines  models  for  the 
child/adolescent  and  adult  service  systems,  identifies  service 
targets  and  raises  important  policy  issues  related  to  psychiatric 
rehabilitation  and  consumer  involvement  in  the  design  and 
delivery  of  services. 

During  FFY90,  the  Department  will  be  actively  seeking  the  advice 
of  a  wide  range  of  interested  parties  on  the  proposals  contained 
in  this  document.     With  the  leadership  and  assistance  of  the 
Planning  Committee  and  its  subcommittees,  the  Department  expects 
wide  participation  in  the  review  and  refinement  of  the  Plan. 
This  broad-based  participation  is  critical  at  this  time  as 
funding  constraints  threaten  to  undermine  the  goal  of  the 
Governor's  Special  Message  to  provide  comprehensive  services  for 
the  most  seriously  mentally  ill  people  in  Massachusetts. 

The  major  outcomes  expected  during  the  upcoming  year  are 
summarized  below: 

♦  Fully  operationalize  the  Planning  Committee  and  its 
Subcommittees . 

♦  Refine  and  achieve  consensus  on  the  Child/ Adolescent 
and  Adult  Service  Models. 

♦  Review  Regional  service  capacity  targets  and  match 
these  targets  with  the  needs  identified  through  local 
planning  efforts  and  public  hearings. 

♦  Assess  human  resource  needs  and  update  human  resource 
development  plan. 

♦  Determine  strategies  on  the  financing  of  the  service 
delivery  system  including  setting  equitable  allocation 
targets  by  Region,  devising  any  reallocation  plans 
which  are  necessary  and  setting  revenue  targets. 

♦  Develop  an  implementation  schedule  to  move  the  planning 
and  implementation  of  the  models  forward. 
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The  Department  must  move  forward  in  its  goal  to  provide  the  best 
possible  services  for  people  with  serious  mental  illnesses.  The 
completion  of  the  Comprehensive  Plan  is  a  task  that  will  and  can 
provide  a  consensus  building  forum  where  the  people  of 
Massachusetts  can  design  a  blueprint  for  the  1990s. 
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